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This study examined the occurrence of behavioural difficulties in a 
community sample of 128 preschoolers aged between 30 and 59 months. To 
obtain a comprehensive picture of children's behaviours in different 
situational contexts, the functioning of children was assessed using a multi-
method (questionnaire, observation), multi-informant (parent, teacher, 
clinician) approach. At each assessment stage, parent and teacher report was 
obtained through child behaviour questionnaires. In addition, direct 
clinical observation was employed to evaluate the children's behaviours 
during a semi-structured clinical interview attended by both parents and 
children. After the initial Screening Stage, children were reassessed at 1 
month (n = 128), 11 months (n = 115) and 21 months (n = 101). The short 
term longitudinal component of the study enabled the natural course and 
temporal stability of problem behaviours to be documented. In addition, the 
longitudinal aspect of the study provided information to determine which 
child and family characteristics were important in the prediction of 
children's behavioural outcome. ·On the basis of informant report, children 
were categorised into problem and non-problem groups. The child, parent 
and family factors associated with the occurrence, pervasiveness and 
persistence of problematic behaviours were investigated. 
Results demonstrated that parent, teacher, and clinician reported 
behavioural problems were common during the preschool years. Over the 
21 months of assessment, most of the children's behavioural difficulties 
were transient and developmentally linked. However, a core group of 
children emerged who showed both pervasive and persistent behavioural 
difficulties at each assessment stage. Children who had more severe 
behavioural problems were more likely to come from families experiencing 
a constellation of adverse demographic and family characteristics. 
Specifically, children with a greater degree of behavioural difficulties had a 
higher chance of living in a single parent family, with separated or divorced 
parents. They were more likely to have parents with lower academic 
qualifications, who were employed in lower status occupational classes with 
lower family income. Furthermore, children with more severe behavioural 
difficulties were likely to come from families experiencing greater life event 
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stressors, with less effective family functioning and greater maternal 
psychological distress. 
The results showed that pervasiveness of problem behaviours was 
associated with greater severity of behaviour difficulty across all three 
assessment stages. Persistence of problematic behaviours was related. to 
family adversity. Children who were persistently identified as showing 
behavioural difficulties across three assessment stages were more likely to be 
living in single parent homes, with separated or divorced parents, who had 
less functional parental discipline strategies. In addition, their fathers were 
likely to be employed in lower status occupational classes with lower family 
incomes. 
Examination of the child and family variables thought important in 
determining children's later behavioural ratings indicated that the 
children's initial problem behaviour level was the single most important 
variable in predicting later behavioural scores, with family functioning also 
contributing additional variance. 
Taken together the findings from the present research suggest that it is 
possible to identify children drawn from a community sample at risk for 
developing early and persistent patterns of behavioural problems prior to 
school entry. To determine children at risk of poorer behavioural outcome, 
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Developmental psychology is concerned with the universal processes of 
normal human development (Rutter, 1986). Psychologists within this field 
are interested in the age range and sequences that surround the emergence 
of developmental capacities, how developing capacities and abilities change 
with age, and the differential impact of context on development (Sroufe & 
Rutter, 1984). Developmental psychopathology is a special discipline within 
developmental psychology which, although closely allied to developmental 
psychology, is distinguished from this larger field by its focus on 
understanding the origins and course of behavioural adaptation and 
maladaptation over time (Sroufe & Rutter, 1984). The ability to understand 
how earlier patterns of behaviour relate, or lead, to current and future 
problems, is the ultimate goal of much research in child behaviour and 
developmental psychopathology (Egeland, Kalkoske, Gottesman & Erickson, 
1990). 
Developmental psychopathologists stress that we can learn about normal 
child functioning by studying how developmental pathways go awry and 
become pathological, and likewise, that we can enhance our knowledge of 
child pathology by understanding normal developmental trajectories 
(Cicchetti, 1984; Rutter, 1986). Normal or healthy child functioning is 
defined as the development of social, emotional, behavioural, or cognitive 
competencies at one period of development, which tend to make children 
broadly adapted to their environment, and serve as precursors to the 
formation of future competencies (Cicchetti, 1987). In contrast, pathological 
child development is defined as a lack of social, emotional, behavioural, or 
cognitive competencies that prevent or inhibit children from achieving 
successful adaptation (Cicchetti & Schneider-Rosen, 1984). 
Whereas the field of developmental psychopathology encompasses the 
entire lifespan, an emergent subdiscipline within this field is the study of 
psychopathology in children. Within the field of developmental 
psychopathology, most researchers have addressed developmental questions 
in relation to behavioural psychopathology in school age children (e.g., 
Anderson, Williams, McGee & Silva, 1989; Bird et al. 1988; Jensen, Bloedau, 
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DeGroot, Ussery & Davis, 1990; Kashani, Orvaschel, Rosenberg & Reid, 
1989). Few researchers have looked at these questions with reference to the 
behavioural problems of preschool aged children, (children aged between 
three and six years; Benhar & Springfield, 1974; Campbell, 1995; Richman, 
Graham & Stevenson, 1982). Indeed, the entire area of behavioural 
problems for the preschool age group has received particularly limited 
research attention (Cicchetti, 1987; Links, 1983). 
In conjunction with the dearth of information on developmental 
deviations in young children, limited empirical data is available on the 
normal behavioural development of children within the community 
(Cicchetti, 1987). It is with reference to the normative developmental 
processes of young children that the identification of nascent behavioural 
psychopathology in preschool aged children is made. Thus our ability to 
make definitive decisions about the problematic behaviours of preschool 
aged children has been hindered by inadequate knowledge about normal 
behavioural development in preschoolers, combined with the limited 
knowledge on psychopathology in young children, and a resulting lack of 
clear definitions about what constitutes problematic behaviours. 
The need to focus research attention on the occurrence and development of 
difficult behaviours in the early childhood years, in particular the preschool 
years, is becoming apparent. Researchers are placing increasing emphasis on 
the identification of early manifestations of problem behaviour (Campbell, 
1990; Sanson, Oberklaid, Pedlow & Prior, 1991). The early recognition of 
problem behaviours is important for the provision of timely and 
appropriate intervention. As the preschool years are a period of major and 
swift developmental changes, it is important for early assistance to be given 
to children who are showing behaviours that may impact negatively on 
their functioning and prevent adaptive development (Egeland et al. 1990). 
In addition, the stability of problem behaviours during the preschool years 
has become an area of research focus (Fagot, 1984; Rose, Feldman, Rose, 
Wallace & McCartan, 1992). Although the existence of behavioural 
difficulties in preschoolers is documented, the longitudinal stability of 
problem behaviours in young children remains uncertain. Finally, the 
importance of being abl~ to predict the possibility of significant behaviour 
problems in later childhood from the occurrence of extremes of behaviour 
during the preschool years has only recently captured researchers attention 
(Campbell & Ewing, 1990; Fischer, Rolf, Hasazi & Cummings, 1984). 
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The main aims of this thesis are to investigate the prevalence, 
developmental course, and child, parent, and family correlates of 
behavioural problems in preschool aged children. The introduction is in 
three sections. The first section is an introduction to, and overview of child 
behaviour problems. This section consists of: a discussion of the 
classification and dimensions of behavioural difficulties within the 
preschool age years, an examination of the prevalence and temporal stability 
of problem behaviours, and consideration of gender differences in 
behavioural difficulties. This first section concludes with an examination of 
methodological difficulties that are encountered in the assessment of 
problematic behaviours in the preschool years, with a focus on assessment 
techniques and methods used. The second section explores the role of child, 
parent, and family factors thought to be important in the development of 
behavioural problems. Child characteristics that are specifically reviewed 
are temperament, social competency and self-esteem. The parental 
characteristics that are considered are parents' knowledge of and 
expectations for child development, parenting strategies, and maternal 
mental health. Characteristics within the family that are considered to have 
a role in the development of behavioural difficulties are discussed. The 
third and final section covers the aims of the present research and specific 
hypotheses. 
Classification and Dimensions of Problem Behaviour 
Any research into behavioural disturbance in preschool aged children must 
begin by outlining the parameters of the problem behaviours that are 
manifested by this age group, and are therefore the target of research 
interest. With the exception of a few distinctly defined and well described 
disorders including mental retardation, feeding and eating disorders, tic 
disorders, elimination disorders, and pervasive developmental disorders, 
(DSM-IV - American Psychiatric Association, 1994), the majority of 
behaviour problems in preschoolers do not fall into clearly differentiated 
disorder categories. In addition, the majority of behavioural difficulties 
manifested by presch~olers may not actually constitute behavioural 
disorders per se. 
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The absence of operational guidelines by which behaviour can be classified, 
and the limited information available on ways of describing behaviour 
problems in the preschool age child (McConaughy, Stanger & Achenbach, 
1992; Richman, Stevenson & Graham, 1975), has hampered research into 
behaviour problems in preschoolers. This lack of operational definitions for 
diagnostic categories of problem behaviours has made it especially difficult 
to differentiate between behaviour that is within a normative range and is 
an age appropriate manifestation of transient stress, and behaviour that is 
symptomatic of disorder and may qualify for a diagnosis (Campbell, 1995). 
Although it is difficult to differentiate between normal problem behaviours 
and abnormal problem behaviours, some effort has been made in trying to 
discriminate between the two. Normal behavioural problems have been 
conceptualised as behavioural difficulties that cause some distress to parents 
but are displayed by most preschool age children (Campbell, 1995). Factors 
which shift normal problem behaviours into the abnormal range include: 
frequency, intensity, persistence, and the social context in which they occur. 
In addition, consideration is given to the negative impact of the problem 
behaviour on the children's social, emotional, behavioural, or cognitive 
functioning (Campbell, 1995). 
Despite the lack of clear definitional categories for behavioural problems in 
preschool aged children, some researchers have nonetheless attempted to 
identify the types of problematic behaviours reported by parents, and the 
frequency with which these behaviours occur. At least three studies suggest 
that behavioural difficulties in the preschool years are common. With 
three-year-old children (n = 110) drawn from a rural American community, 
Earls (1980) found the most frequently reported problems by mothers were: 
nocturnal enuresis (33.7%), sleeping difficulties (25.7%), poor expressive 
language (18.0%), fears (13.9%), diurnal enuresis (13.0%), encopresis (11.9%), 
dependency (10.9%), and manageability problems (9.0%). Richman et al. 
(1982) with a sample of three-year-old children (n = 705) from an outer 
London borough, reported that parents described the following difficult 
behaviours: overactivity and restlessness (12.9%), perceived as difficult to 
control (10.7%), and attention seeking behaviours (9.2%). In a study of three 
and four year old childr~n (n = 112) drawn from an inner London borough, 
Jenkins, Bax and Hart (1980) found that mothers of three year old children 
reported the most common behaviour problems as the occurrence of temper 




management (10.0%). By the time the children in the study were four and a 
half years old, the frequency of maternal reported behavioural difficulties in 
the sample had dropped. Mothers described 9.0% of the children as having 
temper tantrums, 8.0% were reported as being attention seeking, and 5.0% as 
difficult to manage. 
In the classification of children's problem behaviours, it is important to 
differentiate between an annoying behaviour, an age specific problem 
behaviour, and a behaviour of probable clinical significance that is likely to 
impede developmental progress (Campbell, 1990). Annoying behaviours 
are behaviours that irritate others, but have little ability to impact on 
children's adaptive functioning. Age specific problem behaviours, while 
maladaptive, are related to a particular developmental stage. Clinically 
significant behaviours are defined as behaviours that are severe, pervasive 
across situations, disruptive, and interfere with children's ability to function 
at an age appropriate level within the family and their peer group 
(Campbell, 1990). It has been suggested that maladaptive behaviour is 
defined as problematic behaviour that has a significant impact on everyday 
functioning, as reflected in aberrant behaviour or maladjustment (Kazdin, 
1989). Therefore the determination of a significant problem behaviour must 
be decided with an emphasis on the frequency, persistence, intensity, and 
the constellation of symptoms that are associated with the behaviour 
(Rutter, 1988). Given that preschool behaviours are often observed across a 
spectrum of severity, the demarcation between a normal behavioural 
variation and a pathological behaviour can be vague and imprecise, and 
coupled with an absence of substantial empirical data, make the process of 
arriving at a traditional diagnosis· virtually impossible (Minde, 1988). 
The lack of clear definitional categories has resulted in some confusion 
about how to classify preschool children's behaviours. Nevertheless, ways 
of conceptualising preschoolers' behaviours are being developed, based on 
knowledge gained from epidemiological studies of the behaviours of older 
children. Using behaviour checklists completed by parents of school aged 
children, factor analyses of the questionnaire data have yielded two 
remarkably consistent broad band dimensions of behaviour (Conners, 1970; 
Miller, Hampe, Barrett ~ Nobel, 1971). These factors or dimensions have 
been labelled as internalising and externalising behaviours (Achenbach & 
Edelbrock, 1981). These dimensions of behaviour have proved useful in 
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classifying school aged children's behaviours and are now being applied to 
preschool children. 
Externalising behaviour problems in the school aged population refer to a 
constellation of behaviours such as noncompliance, tantrums, aggression, 
destructive behaviours, impulsivity, and overactivity. These behaviours 
are characterised by undercontrol on the part of the child, and are expressed 
outwardly against others, typically impacting negatively on those around 
the child. Relatively few studies have examined the stability of 
externalising behaviour problems during the preschool period. The 
available studies suggest that the stability of externalising behaviours during 
the preschool years is comparable to that found during childhood and 
adolescence, with a degree of continuity in behaviours from the preschool 
years to later childhood (Campbell, 1994; Campbell, Pierce, March, Ewing & 
Szumowski, 1994; Pianta & Caldwell, 1990). 
Internalising behaviour problems refer to a cluster of behaviours including 
sad affect, low self-esteem, social withdrawal, anxiety, fear, shyness, and 
helplessness. These behaviours are characterised by overcontrol on the part 
of the child, and tend to impact on the child alone. Internalising problems, 
which lack the saliency of externalising behaviours, are especially difficult to 
identify in preschool children and have therefore received limited research 
attention (Campbell, 1995). Consequently, little is known about the 
normative rates of occurrence of internalising symptoms in young children 
(Pianta & Castaldi, 1989). Furthermore, the natural history or outcome of 
internalising problems remains ambiguous (Cantwell & Baker, 1989). 
While internalising and externalising behavioural dimensions may be 
clearly apparent for school age and adolescent children, the demarcation 
between these dimensions is not so clear for preschool age children. The 
recent emergence, development, and employment of questionnaires and 
interview schedules that are appropriate for the preschool population has 
enabled researchers to collect information about problem behaviours within 
this age group (Rose et al., 1992). In some studies, factor analyses of data 
derived from checklists of preschool children's behaviour have 
demonstrated that tl'\e internalising and externalising behaviour 
dimensions appear to hold for the preschool aged population (Fisher et al., 
1984; Pianta & Caldwell, 1990; Pianta & Castaldi, 1989). However, other 
researchers have identified the occurrence of different problem behaviour 
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dimensions to externalising and internalising dimensions, specifically 
dissimilar and overlapping factor patterns (Benhar & Stringfield, 1974; Luk, 
Leung, Bacon-Shone, Chung & Liek-Mah, 1991; McGuire & Richman, 1986). 
Currently within the literature, internalising and externalising behavioural 
dimensions are not as clearly demarked for preschool aged children. 
In an attempt to differentiate problem behaviours in preschool children, 
Benhar and Stringfield (1974) selected a representative sample of three and 
six year old American preschoolers (n = 598) from 27 preschools. Data were 
collected on the children's behaviours using the teacher completed 
Preschool Behaviour Questionnaire (PBQ). Results obtained from the PBQ 
were analysed, and three factors emerged. The first factor comprised hostile-
aggressive behaviours such as lack of consideration for others, 
destructiveness, aggressiveness, and fighting with others. The second factor 
represented anxious-fearful behaviours which included such items as fear, 
unhappiness, tearfulness, staring into space, and giving up easily. The final 
factor referred to hyperactive-distractible behaviours such as 
inattentiveness, poor concentration, restlessness, and fidgetiness. 
In another study aimed at classifying behaviour problems at the preschool 
level, Luk et al. (1991) asked the preschool teachers of a culturally 
representative sample of Hong Kong. Chinese three year olds (n = 851) to 
complete the Preschool Behaviour Checklist (PBCL). Factor analyses of the 
PBCL produced a four factor solution. The first and largest factor was 
combined hyperactive-conduct difficulties, which included such typical 
behaviours as overactivity, poor concentration, management difficulties, 
fighting, interference and teasing of others, and destructiveness. The second 
factor constituted speech/withdrawal problems such as unpopularity, speech 
difficulty, withdrawal from staff and peers, and aimless wandering. The 
third factor concerned emotional problems and consisted of items such as 
attention seeking behaviour, temper tantrums, whining, complaining, 
moaning, oversensitivity, misery and fearfulness. The final factor 
represented sphincter problems such as wetting and soiling. It is possible, 
however, that the identified dimensions within this study could be a 
reflection of Hong Kong Chinese cultural expectations and demands, and 
may not be generalisable to Western culture. 
Using a sample of two to four year olds (n = 187) living in an outer London 
borough, McGuire and Richman (1986) had nursery teachers complete the 
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PBCL for each child. Factor analyses of the PBCL data identified three 
factors. The first factor represented conduct-restless-aggressive behaviour 
and was composed of items such as difficult to manage, interfered with 
others' play, destructive, overactive, poor concentration, fights, and temper 
tantrums. The second factor concerned isolated-immature behaviour such 
as reluctant to talk, withdrawn fromstaff and peers, and aimless wandering. 
The final factor referred to emotional-miserable behaviours such as 
sensitive, miserable, whined and complained, and attention seeking 
behaviour. 
The three studies described above illustrate the confusion that still exists in 
the classification and definition of preschool aged children's behaviours. As 
demonstrated, externalising behaviours which can co-occur, such as 
inattention, lack of self regulation, and aggression, load on separate factors 
in some studies of preschool children (e.g., Benhar & Stringfield, 1974), but 
not others (e.g., Luk et al., 1991; McGuire & Richman, 1986). Similarly 
depression, social withdrawal, and anxiety which tend to co-occur as 
internalising problems, show different factor patterns from one study to 
another (e.g., Luk et al., 1991; McGuire & Richman, 1986). It has been 
suggested that the tendency to have large combined factors for preschool age 
children may occur as a result of an overlapping of actual behaviours 
(Campbell, 1995; Luk et al., 1991), which may vary as a function of age and 
developmental level (Achenbach & Edelbrock, 1981; Campbell, 1990). 
Overlapping dimensions in behavioural problems may be related to age. 
Researchers who have studied children longitudinally have concluded that 
behavioural difficulties appear more global in early childhood and become 
more specific and focused with development (Campbell, 1995; Richman et 
al., 1982). 
Prevalence of Problem Behaviours 
It is important to have knowledge of the base rates of problematic 
behaviours in representative samples of preschool aged children. Without 
such information it is difficult to determine when problematic behaviours 
are atypical in frequency1 to make predictions about behaviour exacerbation 
or remission, and to develop accurate and valid diagnostic classification 




preschool children, some progress is being made in examining the 
occurrence of problem behaviours within this age group. 
Studies investigating the prevalence of problem behaviours in the 
preschool aged population have obtained a range of different prevalence 
rates. In an investigation of the prevalence rates of behavioural difficulties 
in three preschool samples, McGuire and Richman (1986) used a standard 
cutoff score of 12 or more on the teacher rated Preschool Behaviour 
Checklist (PBCL). They found different rates of reported problem 
behaviours for each of the three groups. Children in nursery classes (n = 
380) had a prevalence rate of 10.8%, children in playgroups (n = 91) had a 
prevalence rate of 3.3%, while children in day nurseries (n = 166) had a 
prevalence rate of 34.9%. Luk et al. (1991) used preschool teachers ratings on 
the PBCL with a representative sample of Hong Kong Chinese three year 
olds (n = 851). Their results showed that 27.5% of the children obtained 
scores above the standard cutoff of 12 that was indicative of problem 
behaviours. Using a selected sample of three year old children (n = 565), 
exposed to a major community stressor, Cornely and Bromet (1986) found 
that 17.2% of the children had scores that were above the cutoff of 10 on the 
parent completed Behaviour Screening Questionnaire (BSQ). 
The above studies demonstrate the prevalence rates of behavioural 
problems in preschoolers ranging from an unusually low 3.3% to an 
extremely high 34.9%. This variation in prevalence rates could be a 
combination of several factors. First, the generalisability and comparability 
of the available studies is limited by the different assessment instruments 
chosen. In some studies the PBCL was used, while in others the BSQ was 
used. Second, subjects were recruited from selected samples, which creates 
comparison difficulties. The subjects in the studies reviewed were 
representative of particular groups or were culturally specific. In view of 
these factors the prevalence rates of behaviour problems in the preschool 
population warrants further investigation. 
Temporal Stability of Problem Behaviours 
Although the occurrence of behavioural difficulties during the preschool 
years is clear, the longitudinal stability of problem behaviours in young 




problem behaviours, some researchers have attempted to document the 
development and course of common preschool behaviour problems. 
Management difficulties such as non-compliance and temper tantrums 
appear to peak at three years, decreasing in frequency of occurrence and 
severity with increasing age (Campbell, 1990; Jenkins et al., 1980). 
Behavioural difficulties such as conduct problems and physical aggression 
(e.g., hitting) appear to peak at two to three years, decreasing in occurrence at 
four to five years (Crowther, Bond & Rolf, 1981; Cummings, Iannotti & 
Zahn-Waxler, 1989; Richman et al., 1982). The results from these studies 
suggest that the occurrence of some common behavioural difficulties such 
as management difficulties, conduct problems and physical aggression are 
linked to a specific developmental period and remit with increasing age. 
Not all behavioural difficulties are transient or remit without intervention 
however. Some recent studies describe a clear temporal stability of problem 
behaviours across time. Richman et al. (1982) compared children with (n = 
94) and without (n = 91) problem behaviours over a five year period. They 
showed that almost two thirds of the children initially identified as having 
difficulties were still displaying considerable difficulties on clinical ratings 
five years later. In a longitudinal study that spanned an average of eleven 
and a half years, Lerner, Inui, Trupin and Douglas (1985) followed up a 
sample of problem preschoolers (n = 127). They found that the children 
who had higher ratings of behavioural difficulty (e.g., verbal aggression, 
physical aggression, hyperactivity-distractibility, social withdrawal, and 
speech or language problems) as preschoolers, were at increased risk for the 
development of future psychiatric disorders. Using a sample of children (n 
= 936) aged between four and eleven years, Verhulst and van der Ende (1992) 
found a persistence of both internalising and externalising symptoms 
reported by parents at a six year follow-up. 
While the studies described above have reported the continuance of some 
difficult behaviours across time, not all studies show such persistence of 
problem behaviours. Fischer et al. (1984) conducted a longitudinal study of 
behavioural adjustment from preschool to elementary school and junior 
high school (n= 699). They found that the presence of externalising 
symptoms such as aggression, hostility and acting out behaviours, 
documented in preschool aged children, was predictive of similar 
behaviours being reported by parents seven years later for both boys and 
girls. Internalising behaviours such as shyness and social withdrawal, while 
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still predictive of problems at follow-up, were not so clearly enduring. 
Although a continuity in behavioural problems was documented across 
time, Fischer et al. (1984) found a greater discontinuity in behaviour, with 
the majority of children showing a decline in the occurrence of behaviour 
problems with increasing age. This indicates a flexibility and plasticity of 
behaviour with development. Thus from preschool to elementary school 
and junior high school, discontinuity in problematic behaviours, rather 
than significant continuity in difficult behaviours, seemed to be the norm. 
Although some studies have demonstrated a persistence of problematic 
behaviours from preschool to childhood and adolescence, it is apparent 
from the available literature that the development and course of behaviour 
problems within the preschool years is unclear. While some studies have 
found the temporal stability of problem behaviours to be moderate to high, 
other studies had found a greater discontinuity in behaviour difficulty, with 
problem behaviours decreasing in occurrence with development. 
Gender Differences in Problem Behaviours 
An important issue to examine when considering the occurrence of 
behavioural difficulties in preschool aged children, is the existence of 
genderl differences in children's problem behaviours. Of particular interest 
is whether gender influences the types of problem behaviours shown by 
children, the frequency at which problem behaviours are manifested, and 
the severity of behavioural difficulties shown. There is considerable debate 
as to whether the gender differences in behaviour, reported in the literature, 
have arisen as a result of innate biological factors, socialisation practices, or 
are a complex interaction between nature and nurture (Benowa, 1990; Prior, 
Smart, Sanson & Oberklaid, 1993). It would be expected that if gender 
differences in behaviour were innate, they would be shown at an early stage 
in development. Alternatively, if gender differences in behaviour arose as a 
consequence of social learning practices, they would be manifested at a later 
1 Typically sex refers to biological differences which are based upon chromosomes, hormones 
and genitalia. Gender refe:t:.s to psychological differences such as perceptions and feelings 
of maleness or femaleness (Archer & Lloyd, 1982). As it is often difficult to distinguish 
between biological and psychological differences, the terms are used interchangeably in 
this thesis. 
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stage in development as the child becomes more influenced by external 
socialisation factors. 
The existence of gender differences in behaviour in school age children has 
been clearly established. School aged boys, compared to girls, show more 
externalising behaviours such as overactivity, poor impulse control, 
aggression towards peers and noncompliance. In comparison, school aged 
girls exhibit more internalising behaviours such as anxiety, fearfulness, and 
social withdrawal (Lerner et al., 1985; Rankin, Egeland, Marvinney, 
Mangelsdorf & Sroufe, 1989; Shechtman, 1970). 
Several recent studies have considered gender differences when examining 
behaviour problems in community samples of preschoolers (Campbell, 
1995). The results of these studies have found that the existence of gender 
differences in the preschool population remains equivocal, with 
inconsistent findings about the age at which gender differences first appear 
(Campbell, 1990). Some studies show gender differences in behaviour 
problems by preschool children, with boys consistently exhibiting higher 
frequencies of destructive and disruptive behaviour, noncompliance, 
intolerance to frustration, overactivity, inattention, and fighting (Crowther 
et al., 1981; Luk et al., 1991; Prior et al., 1993; Shaw, Keenan & Vondra, 1994). 
However, other studies have failed to identify such distinct sex differences 
in the expression of behavioural difficulties in this age group (Achenbach, 
Edelbrock & Howell, 1987; Campbell & Breaux, 1983; Rose, Rose & Feldman, 
1989; Zahn-Waxler, Ianotti, Cummings & Denham, 1990). Campbell (1995) 
has recently reviewed the literature investigating gender differences in the 
expression of behavioural problems in preschoolers. She concludes that 
overall the results have been inconsistent, with the majority of evidence 
suggesting that within the preschool period, gender differences in 
behavioural problems are not marked. 
It seems possible that gender differences in behaviour arise as a result of an 
interactive effect between biology and socialisation. If this is indeed the case 
it seems likely, albeit speculative, to suggest that the inconsistency in the 
results from the above studies could be related to the developmental level 
of the preschool age grgup. The formation of a gender identity and the 
development of a gender role is a process that has its early beginnings in the 
preschool age period (Berns, 1994). For children to form a gender identity 
and develop a gender role, they must be able to identify with the same sex 
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and to internalise societal norms and standards. Gender differences in 
behaviour arise as a result of perceived differences in gender identity and 
role. Given the emerging level of preschool children's cognitive 
development, it seems likely that preschoolers have not yet clearly 
internalised a stable gender role through which their behaviour is 
· influenced. 
The inconsistency of results in studies investigating gender differences in 
preschoolers may occur for reasons other than those already mentioned. 
One of the problems which could have contributed to the difficulty in 
determining the extent and significance of gender differences in the 
preschool age population is the lack of 'normal' population samples. Erne 
(1979) in an examination of the literature indicated that there were few 
studies that investigated gender differences in community samples of 
preschoolers, with an over reliance on clinic and specially selected samples. 
While Erne's observation was made in 1979, it still remains valid in the 
present day. Consistent with the paucity of studies investigating gender 
differences in preschoolers, is the limited numbers that have used 'normal' 
population samples. 
An additional difficulty in studies exammmg gender differences in 
behaviour, has been the almost exclusive use of cross-sectional designs. As 
cross-sectional studies only provide an isolated, single view of 
development, conclusions about the emergence, devel~pment and 
maintenance of childhood gender differences has been constrained (Prior et 
al., 1993). A further limitation in studies examining gender differences 
concerns the tendency in the literature for the reporting of positive findings 
and the omission of negative findings (Block, 1976). This suggests a 
publication bias that favours the publication of studies that report sex 
differences. Studies that show a lack of gender differences, or perceived 
negative findings may fail to be published. 
Summary and Conclusions 
The literature reviewed so far illustrates that we still know very little about 
the development of beh~vioural difficulties in preschool children, and that 
this is largely attributable to the limited research being conducted with 
children of this age group. The lack of a knowledge base on normative 
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behaviours has made it difficult to identify and classify problematic 
behaviours. Nonetheless, attempts have been made to conceptualise 
behavioural difficulties in the preschool population using behavioural 
categories drawn from studies of school aged children. However, these 
behavioural categories have proven to be difficult to generalise to the 
preschool aged population, as preschoolers' behavioural difficulties appear 
to be more global with different patterns of behaviour emerging. While 
defining behavioural difficulties in preschool age children is difficult, some 
progress has been made in looking at the occurrence of problems within this 
age group. Researchers have endeavoured to establish the prevalence rates 
of behavioural difficulties within the preschool aged population, using 
representative samples. These studies have identified a wide range of 
prevalence levels, with base rates of prevalence ranging from 3.3% to 34.9%. 
Although the occurrence of behaviour problems within the preschool years 
is relatively common, the development and duration of problem 
behaviours within the preschool years remains uncertain. Studies have 
shown some behaviours to be developmentally linked and transient. Other 
longitudinal studies have shown that problematic behaviours, especially 
externalising behaviours, manifested during the preschool years are likely to 
be maintained at follow-up. 
Most studies have not found clear gender differences in behaviour within 
the preschool age group. This finding could be attributed to several factors. 
It may be that preschool aged children have not yet cognitively internalised 
a gender role, with the resultant societal expectations and standards. 
Alternatively, the lack of clear gender differences in behaviour may be 
attributed to a publication bias. Papers are more likely to be submitted and 
published if they show positive findings. 
Methodological Difficulties in the Assessment of Behaviour Problems 
A number of methodological difficulties have been identified in the 
available studies on preschoolers' behaviours that have been carried out to 
date. These methodological difficulties have centred around sample 
selection, the utilisation of different assessment methodologies and 
measures, and the use of subjects of quite different ages. 
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To be able to dearly identify and classify problem behaviours in 
preschoolers, it is necessary to have a sound knowledge of normal 
developmental pathways from which a 'gold standard' for behavioural 
comparison can be formed. The ability to establish a sound knowledge base 
of normal behaviours and normal behavioural deviations has been 
hampered by the limited number of population based studies investigating 
behavioural difficulties in the preschool aged population. Most studies to 
date have used clinic samples (Harper & Richman, 1979; Pehrson, 1990; 
Rescorla, 1986), or non-representative samples of preschoolers (Campbell et 
al., 1994; Campbell, Szumowski, Ewing, Gluck & Breaux, 1982; Jenkins et al., 
1980; McGuire & Richman, 1986; Rescorla, 1986; Shaw et al., 1994). Although 
some studies have used general population samples (Crowther et al., 1981; 
Earls, 1980; Fagot, 1984; Pianta & Caldwell, 1990), they are few and far 
between, indicating the need for a study using subjects that are 
representative of the preschool population. 
A second limitation of the previous research investigating behavioural 
problems in preschoolers is the tendency to use different methods of 
assessment. Information has often been collected from limited sources 
using different questionnaires or structured interviews. The variability in 
both methods (questionnaires, observation, structured interviews) and 
measures has made comparison of results across studies difficult and raises 
questions about the generalisability of results. 
Few studies have investigated problematic behaviour in preschoolers using 
multiple informants (e.g., clinician, teacher and parent), across multiple 
contexts. To date, studies have used parent questionnaires only (e.g., 
Cornely & Bromet, 1986; Earls; 1980; Harper & Richman, 1979; Keenan & 
Shaw, 1994), teacher questionnaires only (e.g., Crowther et al., 1981; Luk et 
al., 1991), parent and teacher questionnaires (e.g., McGuire & Richman, 
1986), or a combination of parent questionnaires and clinical 
observation/interview (e.g., Campbell et al., 1982; Fagot, 1984; Jenkins et al., 
1980; Richman et al., 1982; Shaw et al., 1994). Given the variability of young 
children's behaviours in different situations (Richman et al., 1982), it has 
been suggested that the most informative studies of child psychopathology 
rely on different informq.tion sources (Loeber and Farrington, 1994). Thus, 
researchers wishing to gain a comprehensive picture of young children's 
behaviours in different situations should utilise multiple informant report. 
Page 15 
Researchers investigating the prevalence rates of children's problem 
behaviours have used different assessment measures. The resultant lack of 
consistency has limited the comparability of research findings across studies. 
Several studies used cutoff scores on the parent completed Behaviour 
Screening Questionnaire (BSQ) to assess the prevalence of behaviour 
problems (Cornely & Bromet, 1986; Earls, 1980; Rose et al., 1992). Other 
studies used the teacher completed Preschool Behavioural Checklist (PBCL) 
to obtain estimates of problem behaviour (Luk et al. 1991; McGuire & 
Richman, 1986). The teacher rated Vermont Behaviour Questionnaire was 
used by Crowther et al. (1981), as the measure by which estimates of 
prevalence were made. Given that different assessment measures were 
used, which were rated by different informants (either parent or teacher), it 
is likely that differences in estimates could arise as a result of differences in 
perspective. Problems perceived by the parent may differ from the types of 
behaviour perceived as problematic by the teacher (Jenkins et al., 1980). 
Comparisons across studies are also limited by the wide range of ages of the 
preschool populations investigated. McGuire and Richman (1986) obtained 
a global prevalence rate for preschoolers aged between two and four years, 
while Crowther et al. (1981) used a sample of preschoolers aged between two 
and five years. As discussed earlier, the behavioural problems shown by 
two year olds are not the same problematic behaviours exhibited by five year 
olds (Cicchetti, 1987). Thus, when examining behavioural problems in the 
preschool population, which is a time of rapid behavioural, cognitive, 
emotional, and social development, the age ranges of children studied must 
be chosen with reference to a more homogenous level of age and 
behavioural development. 
To eliminate some of the methodological problems encountered when 
differing age ranges are used, researchers have used longitudinal designs to 
document the developmental course and the continuity and discontinuity 
of behavioural problems (Kashani et al., 1989; McMahon, 1994; Ollendick & 
King, 1994; Rutter, 1993). Such designs are advantageous in that they can 
provide information about the natural history of child psychopathology, 
which problems persist and which do not, and the effects of life events and 
stressors on the course o~ development (Loeber & Farrington, 1994). Despite 
the apparent usefulness of longitudinal designs, few studies have utilised a 
longitudinal approach when addressing developmental issues in 
psychopathology (Weirson & Forehand, 1994). 
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A recent literature review of the methodologies used in child studies 
between 1983 and 1992 showed that only 4% of all journal articles examining 
children and adolescents incorporated a longitudinal component in their 
research design (Weirson & Forehand, 1994). The most common 
methodologies used with children were one-stage cross-sectional studies. 
This design creates problems in that changes over time within individuals 
can not be assessed and may therefore be missed. In an assessment of the 
prevalence of behavioural disorders in children aged between 4 and 16 years, 
Rae-Grant, Thomas, Offord and Boyle (1989) used data from the Ontario 
Child Health Study whose target sample were all children born over a 13 
year period. To investigate psychopathology in a community sample of 
children over time, Kashani et al. (1989) used a representative sample of 210 
children aged 8-years, 12-years and 17-years. Studies using cross sectional 
designs assume that the rate of change is constant across individuals and 
ignore the possibility that different individuals might change at different 
rates, or that some periods of development might show more rapid changes 
than others (Anderson, 1993). 
Although longitudinal designs are preferred when answering questions 
about the natural course of children's behaviours, even these designs have 
been hampered by the long intervals between assessments. Given that the 
preschool years are a time of rapid biological, cognitive, emotional, and 
social development, the frequency of assessments should be determined 
with knowledge of the velocity of development (Loeber & Farrington, 1994). 
However, most large-scale epidemiological studies have tended to assess the 
stability of behaviour problems over moderate periods (e.g., 3 to 6 years) 
using samples of school age children (McMahon, 1994). The following four 
studies are illustrative of those that use a longitudinal design, but have long 
intervals between assessments. In a large scale epidemiological study, 
McGee, Silva and Williams (1984) studied the health and development of 7-
year olds (n = 949) drawn from the Dunedin Multidisciplinary Child 
Development Study, who had been previously assessed at 3-years, and then 
again at 5-years. To predict future psychiatric disorders, Lerner et al. (1985) 
used a community sample of children assessed when they were 3-5 years 
and again when they w.ere 14-16 years. In an investigation of protective 
factors in at-risk children, Seifer, Sameroff, Baldwin and Baldwin (1992), 
assessed 152 children when they were 4-years and again when they were 13-
years. Using a sample of hard to manage pre-schoolers and controls, 
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Campbell and Ewing (1990) studied the children at 3-years with follow-ups at 
4-years, 6-years and 9-years. Optimally, a developmental approach to the 
study of behaviour problems in preschool age children requires a 
prospective and longitudinal study, in which the time between assessment 
is long enough to enable development to occur, but frequent enough to 
examine the developmental changes. 
Assessment of Problem Behaviour in the Preschool Years 
The previous section reviewed the methodological problems that have been 
encountered in studies investigating preschool children's behaviours. 
Particular emphasis was given to how these difficulties have hampered the 
generalisability and comparability of research findings. The focus of the 
current section is on development within the field of behavioural 
assessment. The different techniques of data collection are reviewed, with a 
particular focus on the use of multiple methods and multiple informants in 
the assessment of children's behaviours. 
Assessment Using Multiple Methods 
The increasing interest and emphasis on preschoolers' behaviour problems 
has resulted in the development and use of various measures designed to 
screen for the presence of behavioural difficulties in preschool aged children 
(Jensen, Taylor, Xenakis & Davis, 1988). In general, screening instruments 
cluster into two major categories: structured interviews and 
parent/ teacher I clinician questionnaires. Structured interviews are widely 
used and have achieved general acceptance as a means by which population-
based prevalence estimates of problematic behaviours can be derived in 
school aged children (Simonian, Tarnowski, Stancin, Friman & Atkins, 
1991). In particular, structured· interviews have been developed and are 
used to assess problems in older child and adolescent populations (e.g., 
Diagnostic Interview Schedule for Children, Costello, Edelbrock, Kalas, 
Kessler & Klaric, 1982; Child Assessment Schedule, Hodges, McKnew, 
Cytryn, Stern & Klinee, 1982; Children's Global Assessment Scale, Shaffer, 
Gould, Brasic, Ambrosini, Fisher, Bird & Aluwahlia, 1983). However, there 
are few, if any, structured interviews available for use with the preschool 
population. In addition to the lack of structured interviews, a further 
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consideration is the time taken to complete a structured interview. The 
correct administration and scoring of the structured measures requires 
training and is time intensive (Simonian et al., 1991). 
The time taken to administer a structured interview may well account for 
the increasing development and use of questionnaires designed for the 
preschool population. Questionnaires are easy to administer and interpret. 
In fact Edelbrock (1983) contends that, typically, behavioural questionnaires 
yield more objective and reliable information than assessments based on 
projective techniques or clinical interviews. In addition, questionnaires are 
valuable as an initial screen for problematic behaviours (Simonian et al., 
1991). 
Questionnaires do have limitations, however, and care must be taken in 
their use and interpretation. The reliability and validity of questionnaires 
can be compromised by the biases of the informants, and their perspectives 
and interpretations of the child's behaviour. The standardisation of 
questionnaires is important for proper interpretation of the information. 
Many questionnaires are not norm referenced, and as yet do not provide 
information that can enable the child's scores to be placed on a behavioural 
continuum relative to an appropriate reference group (Benhar & 
Springfield, 1974; Edelbrock, 1983). In addition, the classification of the child 
is dependent upon a total score, and care is needed when interpreting scores 
on a questionnaire. A child may manifest extreme behaviours which only 
produce a low score, in that only a few behavioural items tap areas 
influenced by the behaviour. Alternatively a child may exhibit a variety of 
minor problem behaviours, which result in endorsement of a number of 
items, subsequently leading to a high score. 
As there are several ways to assess children's behaviours, and no assessment 
procedure can provide perfectly accurate, reliable, and comprehensive data, 
it seems that to gain valid and reliable descriptions of children's behaviour a 
combination of the available assessment methods should be used. 
Edelbrock (1983) advocates a multi-method and multiple informant 
approach in the assessment of child behaviour problems that involves 
direct observation, clinical interviews and the use of multiple informants. 
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Assessment Using Multiple Informants 
As children's behaviour is often situation specific, it is important to obtain 
information from a variety of sources when trying to gain a full 
understanding of children's behaviour patterns. A recent review of the 
literature indicated that most researchers investigating the behaviours of 
preschool aged children rely on parental reports as the sole source of 
information on children's behaviours (Hinshaw, Han, Erhardt & Huber, 
1992). 
Parents (usually the mother) are an important source of information about 
their children. Parents generally spend large amounts of time with their 
children and consequently have more information about their children's 
behaviour than anyone else (Edelbrock, 1983; Ferguson, Partyka & Lester, 
1974). Although parental report is invaluable as the primary source of 
information on preschool children's behavioural functioning, there are 
some important caveats that relate to parents as an information source. 
Parents may have only limited knowledge of the normative range of 
children's behaviours (Simonian et al., 1991). How parents perceive, 
interpret, and assess their child's behaviour is influenced by their previous 
experience with children, their developmental expectations, their levels of 
tolerance for children's behaviour, and their own definitions of normality 
(Campbell, 1990). In addition, numerous studies have documented that 
maternal perceptions of children's behaviours are closely related to 
maternal mental health problems, including anxiety, depression, and 
marital dissatisfaction, which can bias the mother's ability to objectively and 
accurately assess the behaviour of her child (Forehand, Wells, McMahon, 
Griest & Rogers, 1982; Webster-Stratton & Hammond, 1988). 
The increasing number of children in preschool facilities such as 
kindergartens, play groups, and day care centres, has enabled the systematic 
investigation of children's behaviour in settings that are outside the home 
(Hinshaw et al., 1992). As children often exhibit cross-situational differences 
in behaviours (Simonian et al., 1991), multi-informant information is 
particularly critical when trying to establish a comprehensive evaluation of 
children's behavioural f1;mctioning (Loeber & Farrington, 1994). Preschool 
teachers' or child care workers' reports on children's behaviour can 
constitute an important additional source of information that is a useful 
supplement to parental data. Teachers and child care workers generally 
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have more formal knowledge about child development, possess a more 
standard framework from which to compare children, and have more 
experience with many children of an age similar to the target child 
(Rapoport, Donnelly, Lamitkin & Carrougher, 1986). Through observations 
of children on a day-to-day basis, teachers are often able to provide accurate 
assessment of children's behaviour in relation to their same age peers 
(Carlson & Lahey, 1988; Hightower et al., 1986). 
Clinicians are trained in the study of human behaviour and have a formal 
knowledge base of both normal and abnormal child development. They 
have expertise in interviewing, behavioural assessment and clinical 
diagnosis. Clinicians are able to make global (overall behaviour) or 
molecular (components of behaviour) assessment of children's behaviours. 
They have an empirically based approach and are aware that in the 
assessment of children no single source of data qualifies as a 'gold standard' 
for making decisions about children's behaviours (Achenbach, 1995). In 
summary, clinicians systematically gather and aggregate data from multiple 
sources to evaluate individual cases according to defining criteria 
(Achenbach, 1995). In making decisions about children's behaviours, they 
consider the frequency, intensity, chronicity, constellation, and 
environmental context in which the problems occur and assess the negative 
impact of the behaviour on the child's adaptive functioning. 
As several informants may provide information with respect to preschool 
aged children's behavioural problems, it is necessary to establish the degree 
of correspondence between informants. To determine whether problems 
which are reported as problematic by one informant group are the same 
problems reported by another informant group, Achenbach, McConaughy 
and Howell (1987) conducted a meta-analysis of 119 studies investigating 
emotional and behavioural problems in subjects between the ages of 11 I 2 
years and 19 years. They found that the reports of similar informants (two 
parents, teacher and teacher aide), who were occupying similar roles with 
respect to the child subjects, correlated significantly (r = .60). However, 
reports for different informants (parents, teachers, mental health workers), 
occupying different roles, were much less strongly correlated, with an 
overall average correlati,on of r = 0.28. Correlations between the parent -
teacher, and the parent- mental health workers were also low. The average 
parent- teacher, and the parent- mental health worker correlation was r = 
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0.27, however, the average teacher - mental health worker correlation was 
higher (r = 0.42). 
The low correlations between the different informants might suggest that 
different informant groups are giving inconsistent reports. Touliatos and 
Lindholm (1981) have suggested three possible reasons for the incongruence 
between parents' and teachers' ratings of children's behavioural problems: 
(1) that parents are perhaps less accepting and sensitive to children's 
difficulties because they have invested more in their offspring; (2) parents 
may expect more and be less tolerant of children's problematic behaviours 
because they have less formal knowledge of normative patterns of 
behaviour; and (3) variations in ratings between parent and teacher may 
have a basis in reality, reflecting cross situational differences in behavioural 
functioning. The lack of agreement between informants is more likely a 
reflection of valid observations of situationally specific behaviour 
(Achenbach et al., 1987). Different informants observe children's behaviour 
in different situational contexts, with different interpretations and 
perspectives combining to provide information that is a multi-source 
assessment of children's behaviour problems. Informants exposed to 
different samples of behaviour will, as a result, have valid ratings that vary 
substantially. Factors which affect agreement between informants are as 
important as the level of informant agreement. Knowledge of these factors 
can assist in the formulation of possible explanations for these cross 
informant discrepancies. 
Correspondence between parents', teachers', and mental health workers' 
ratings of problem behaviour in preschoolers can vary as a function of the 
type of behaviour (internalising or externalising) being evaluated. Verhulst 
and Akkerhuis (1989) investigated the agreement between parents' and 
teachers' ratings of behavioural problems in children aged 4 to 12 years. 
They found that the size of the correlations between the informants, 
although generally low to moderate, was higher for externalising 
behaviours than internalising behaviours. In one of the few studies 
investigating cross informant consistency for preschool aged children's 
behaviour, Hinshaw et al. (1992) examined the correspondence between 
parents' and teachers' ratings of problematic behaviour in preschool aged 
children. They found that the congruence between ratings for parents and 
teachers was higher for externalising behaviours (r = .39) than internalising 
behaviours (r = .22). These findings suggest that externalising behaviours, 
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which tend to be behaviours that are against the environment or society 
(Fischer et al., 1984), are more salient and therefore more noticeable. 
Summary and Conclusions 
A range of methodological difficulties in studies investigating children's 
behaviours has limited the ability to generalise and compare research 
findings. Few studies have used community samples, or utilised multiple 
informants, with information on problematic behaviours being obtained 
from limited sources. Researchers have used different behavioural 
assessment measures, and have generally utilised cross-sectional designs, 
which do not allow the natural history and course of behavioural problems 
to be documented. 
Ideally data should be collected using multiple methods and multiple 
informants, with information obtained using direct observation, personal 
interview, and questionnaires. As children can manifest cross-situational 
differences in behaviour, it is important to gather information from 
multiple sources who have knowledge of the child's situationally specific 
behaviours. 
The Role of Child Characteristics in the Development of Problem 
Behaviours 
Central to any discussion of children's behaviour difficulties is 
consideration of the types of characteristics within the child that can serve as 
either risk or protective factors for the onset and persistence of problematic 
behaviours. Garmezy (1993) has suggested that a risk factor is a characteristic 
which, if present, augments the child's vulnerability, increasing the 
likelihood of the child developing maladaptive behaviours. Protective 
factors have been defined by Rutter (1985) as characteristics that ameliorate 
or modify a child's response to an environmental hazard thereby increasing 
the child's resilience to stress. In his review of possible protective factors 
that enable individuals to overcome life stressors, Garmezy (1993) concluded 
that one of the variables that operated as a broadly protective factor was 
personality features such as temperament and self-esteem. This section 
discusses the individual child characteristics of temperament, social 
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competency and self-esteem as factors that can influence the development 
and stability of behavioural difficulties. While the issue of temperament 
has not been included in the current research, it is included in this 
introduction for completeness. 
Temperament 
Temperament is described as the behavioural style of the child in 
interacting with the environment (Thomas & Chess, 1977). Temperament 
can be characterised along nine dimensions which include: motor activity 
level, which is the child's level and extent of motor activity; rhythmicity, 
defined as the regularity of behaviours such as sleeping and eating; 
approach-withdrawal which is the child's response to new stimuli including 
objects, situations or people; adaptability, defined as the ease with which a 
child accommodates to changes in their environment; intensity, 
characterised as the child's energy level; threshold of responsiveness, 
defined as the strength of a stimulus needed before a discernible reaction is 
provoked; mood, characterised by the amount of friendly, happy behaviour 
contrasted to unfriendly, unhappy behaviour; distractibility which is the 
degree to which extraneous stimuli alters behaviour; and, persistence or 
attention span which is the amount of time spent on an activity and the 
effect of distraction on the activity (Thomas & Chess, 1977). 
Temperament is thought to have a constitutional basis, and to demonstrate 
stability over time (Goldsmith, et al., 1987). Early temperamental difficulty 
(characterised by a lack of rhythmicity, a dislike of new people and stimuli, 
intensity and negativity in mood), has been associated with the 
development of behavioural problems in preschool aged children (Earls & 
Jung, 1987; Kyrios & Prior, 1990; Maziade, Cote, Bernier, Boutin & Thivierge, 
1989). A constellation of difficult temperamental characteristics within the 
child, such as being poorly adaptable, reacting too intensely to changing 
environmental demands, and a negative quality of mood, may result in a 
susceptibility to developing problem behaviours (Earls and Jung, 1987). 
Temperament serves to influence the quality of the interactions between 
the child and his/her ,social environment. Temperament dictates the 
child's reaction to aspects of the social environment, influencing what is 








can intensify the impact of a stressful environment on a child's behavioural 
adjustment. 
While a child's difficult temperament is significantly associated with the 
appearance of problem behaviours, the risk of disorder seems increased in 
the context of family dysfunction (Earls & Jung, 1987; Maziade, et al., 1989). 
In a prospective study of preschool children, Earls and Jung (1987) 
demonstrated that temperamental characteristics appear important initially 
in the development of psychopathology. However, stressful home 
environment characteristics such as the parent-child relationship, marital 
discord, and family dysfunction become more important in determining the 
severity and persistence of problems. These results suggest that 
temperamental characteristics have an important role in influencing 
children's behavioural adjustment (Kyrios & Prior, 1990). A difficult 
temperament may act as a risk factor, intensifying the influence of a 
stressful environment on a child's behavioural adjustment (Kyrios & Prior, 
1990). 
Social Competency 
Social competency is described as children's ability to successfully acquire the 
knowledge, skills and dispositions that enable them to participate as more or 
less effective members of groups and society (Berns, 1994). The degree of 
social competency shown by children is moderated by their temperament in 
that children's ability to initiate and maintain social relationships is 
dependent upon the quality of their mood, their adaptability, and their 
ability to respond positively to new people. The successful development of 
social competency is thought to be a factor that is influential in enabling 
children to be more resistant to the development of problematic behaviours 
(Olsen, 1992; Vitaro, Tremblay, Gagnon & Boivin, 1992). 
Social competence appears to act as a protective factor, enhancing children's 
ability to cope with environmental demands. Good peer relations and social 
responsivity have been associated with adaptive functioning in children 
aged three to four years (Prior, Smart, Sanson, Pedlow & Oberklaid, 1992). In 
a study investigating children's social competencies following the transition 
from preschoolto kindergarten, Ladd and Price (1987) found that four year 
old children who had higher levels of cooperative play in preschool, and 
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extensive positive social contacts, tended to be better liked by peers in 
kindergarten. In contrast, children who spent more time engaging in 
aggressive behaviour and who experienced a broader range of antisocial peer 
contacts in preschool, tended to be disliked by their kindergarten classmates. 
More recently, using a sample of hard-to-manage preschoolers, Campbell 
(1994) demonstrated that children with persistent problems were rated as 
less socially competent by both their parents and preschool teachers. 
Preschoolers who have deficits in social competency or social skills, in 
conjunction with behaviour difficulties, appear to be at increased risk of 
_ being ignored or actively disliked by their peers, often with subsequent peer 
rejection (Ladd, 1990; Milich, Landau, Kilby & Whitten, 1982; Olsen & 
Bradfield, 1991). The establishment of a repertoire of antisocial behaviours, 
such as aggression, opposition, withdrawal, or deviant behaviours, may 
preclude children from learning more prosocial behaviours that protect 
against psychopathology (Sanders & Dadds, 1993). Studies investigating the 
impact of peer rejection on young children's behaviours have found that 
rejected children may become withdrawn, antagonistic, or aggressive 
towards their peers (Asher, 1983; Dodge, 1983). Olsen and Hoza (1993) have 
demonstrated that rejection by peers places vulnerable preschoolers at an 
elevated risk for persistent problem behaviours. It appears that early peer 
rejection may function as a stressor in children's environments, interfering 
with children's subsequent adjustment and functioning, and serving as an 
influential factor in the development of problematic behaviours. 
Self-Esteem 
Self-esteem has been identified as a potential protective factor in modifying 
environmental stressors and increasing children's resilience (Garmezy. 
1993). Furthermore, it has been suggested that high self-esteem is a trait that 
underlies social competence (Rutter, 1985) thereby enabling children to cope 
more successfully with subsequent life challenges. Despite the inference 
that self-esteem serves as a protective factor that serves to modify or 
ameliorate children's responses to life stressors, few studies have 
investigated the effect. of children's self-esteem on their behavioural 
development. One of the few published studies that· has examined the 
relationship between self-esteem and behavioural problems was conducted 
by Seifer et al. (1992). Using a sample of 152 families, these researchers 
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investigated the child factors that differentiated children at high risk of 
developing behavioural problems from those whose behavioural 
difficulties did not improve, or whose problems became worse over time. 
They found a number of protective factors were associated with positive 
changes in at-risk children, assessed when they were 4 years and then again 
when they were 13 years. Seifer et al. (1992) concluded that self-esteem 
served as a protective factor for the children, which was able to buffer the 
effects of adversity. Conversely, low self-esteem in the children was 
associated with a less than optimal outcome. 
The Role of Parent Characteristics in the Development of Children's 
Problem Behaviours 
The occurrence of behaviour problems in young children does not appear to 
be the result of within child factors alone (Sanders & Dadds, 1993). Thus, a 
full understanding of problem behaviours in preschool aged children 
should not be limited solely to an examination of child characteristics. 
Children's development is influenced by the family environment in which 
they are raised, and in particular, their interactions with their primary 
caregiver (Sanders & Dadds, 1993). A review of the correlates and predictors 
of problem behaviour onset and persistence in previous research invariably 
implicates parental characteristics. These characteristics alone or in 
combination with the previously mentioned child characteristics can lead to 
vulnerability within a child, resulting in an increased risk of 
maladjustment. This section considers the impact of parent and family 
characteristics on children's behavioural development, with specific focus 
on parental knowledge and expectations of child development, parental 
discipline strategies and parental mental health difficulties, as variables that 
can contribute to the development and maintenance of behaviour problems 
in young children. Given the scarcity of studies investigating the effect of 
paternal characteristics on young children, the main emphasis in this 
section is on maternal characteristics. 
Parental Knowledge and.Expectations of Child Development 
Parental knowledge of children's early development serves to establish 
appropriate developmental expectations and can have a dual influence on 
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children's behavioural development. First, knowledge of children's 
behavioural norms can increase parental sensitivity to, and understanding 
of, children's behaviour. Second, early evidence of behavioural difficulty 
can be ameliorated by supportive parenting. Children's emerging 
maladaptive behaviours can be shaped and modified by parental interaction 
styles (Campbell, 1990). Knowledge about normal age appropriate 
behaviours also shapes parental expectations, thereby enabling parents to 
make more accurate assessments of their children's behaviours. This 
ensures that parental concerns about children's behaviour, and parental 
responses to the maladaptive behaviour, will occur as a result of the 
presence of significant problem behaviours, rather than parents responding 
to inaccurate perceptions of transient, developmentally appropriate 
behaviour (Campbell, Ewing, Breaux & Szumowski, 1986). 
Parenting Strategies 
It is becoming increasingly apparent that particular types of parent-child 
interactions help to create and maintain childhood behaviour problems 
(Sanders & Dadds, 1993). Specifically, it is now clear that the types of 
disciplinary strategies and parenting styles used by parents in their 
interactions with their preschool aged children have a profound influence 
on children's behavioural development (Campbell, 1995; Kendziora & 
O'Leary, 1993; Webster-Stratton, 1990). While not all problems in parenting 
will result in childhood behaviour difficulties, there is evidence to suggest 
that parenting styles can be a major contributing factor to the development 
and persistence of problematic behaviours (Campbell, March, Pierce, Ewing 
& Szumowski, 1991; Dix, Ruble & Zambarano, 1989; Patterson, DeBaryshe & 
Ramsey, 1989). 
In a recent review of the literature on parenting and child behaviours, 
Kendziora and O'Leary (1993) outlined several parenting styles which were 
related to childhood behaviour difficulties. They concluded that parents 
who did not establish clear and reasonable expectations and limits for their 
children, who were . uninvolved and unresponsive, who lacked warmth, 
and were overly harsh and controlling were associated with the 
development and maintenance of problematic behaviours in their children. 
In an investigation of the types of disciplinary strategies parents use with 
their preschool children, Kuczynski, Kochanska, Radke-Yarrow and 
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Girnius-Brown (1987) identified specific dimensions of parental disciplinary 
styles that may contribute to the development of children's behaviour 
problems. They found that parental use of indirect commands, lack of 
enforcement of norms and rules, inconsistency, and lack of displayed 
affection during control encounters, were associated with increased 
resistance and non-compliance on the part of the preschool aged children. 
Similarly, when comparing normal and clinic preschool aged samples, 
researchers have demonstrated that parents of aggressive, antisocial and 
non-compliant children are more likely to engage in lengthy and coercive 
exchanges with their children, to concede to children's demands, and to be 
inconsistent in their responses to children's behaviour (Forehand, Gardner 
& Roberts, 1978; Gardner, 1989). 
Inconsistent disciplinary strategies have traditionally been considered to be 
an important contributing factor to children's behaviour problems 
(Patterson, 1982; Rutter, 1975). Inconsistency in parental disciplinary styles 
has been taken to mean the use of disparate disciplinary strategies across 
times and between parents (Gardner, 1989). Patterson (1982) has identified a 
cluster of inconsistent styles which are associated with adverse child 
behaviour outcome. This cluster includes a lack of rules, failure in effective 
monitoring of the child's behaviour, and the use of inconsistent reward and 
punishment. To assess the effect of inconsistent discipline strategies, 
Gardner (1989) compared the disciplinary practices of mothers of problem 
behaviour preschool aged children with mothers of control children. She 
demonstrated that mothers of· problem children more often managed 
conflict inconsistently compared to control mothers. However, compared to 
the problem group, the control group engaged in fewer conflict episodes 
with their parents overall. Thus, the elevated rates for the problem group 
may have arisen in response to the increased frequency of conflict episodes. 
Together the above research suggests that parenting style and disciplinary 
strategies are associated with the child's behavioural development. In 
particular, less functional parental styles have been correlated with the 






Maternal Mental Health 
Parenting, like most dimensions of human functioning, can be influenced 
by enduring personal characteristics of the individual. One variable that has 
been the focus of research attention has been the impact of maternal mental 
health on children's behavioural development. The existence of maternal 
mental health difficulties, ranging from psychosomatic symptoms to 
affective disorders and schizophrenia, has been shown to positively 
correlate with school aged children's behavioural and emotional difficulties 
(Goodman & Brumley, 1990; Lee & Gotlib, 1989; Holahan & Moos, 1987; 
Schaefer, Hunter & Edgerton, 1987; Shaw & Emery, 1987). The effect of 
maternal depression on children's behaviours has been the most widely 
studied maternal mental health problem, and has consistently been shown 
to impact negatively on school aged children's behavioural and emotional 
functioning (Cummings, & Davis, 1994; Downey & Coyne, 1990; Lee & 
Gotlib, 1989). These difficulties in functioning have emerged in peer, 
teacher, and observer reports, as well as in self and parent reports, and 
include social difficulties as well as internalising and externalising 
behaviour problems (Downey & Coyne, 1990). Children of depressed 
parents have been found to be two to five times more likely to develop 
behaviour problems than children of non-depressed parents (Weissman, 
Prusoff, Gammon, Merikangas, Leckman & Kidd, 1984; Welsh-Allis & Ye, 
1988), with even higher rates of disorder reported in certain studies 
(Fendrich, Warner & Weissman, 1990; Hammen, Burge & Stansbury, 1990). 
In preschool aged children, similar associations between maternal mental 
health (particularly maternal depression) and behaviour problems have 
been identified (Zahn-Waxler, Mayfield, Radke-Yarrow, McKnew, Cytryn & 
Davenport, 1988; Zahn-Waxler, McKnew, Cummings, Davenport & Radke-
Yarrow, 1984). In a longitudinal study investigating the effect of maternal 
mental health on preschoolers, Caplan, Cogill, Alexandra, Robson, Katz and 
Kumar (1989) found an association between concurrent maternal depression 
and elevated behavioural scores on the Behaviour Screening Questionnaire 
(BSQ) in four year old children. Richman (1978) found an association 
between mild to marked depression in mothers and behavioural 
disturbance in a study, of two to three year old children. In a recent 
longitudinal study, Cohen and Bromet (1992) found that among three year 
old children without behavioural difficulties, the development of 




was associated with the incidence of maternal depression at both assessment 
stages. 
The existence of maternal depression has also been linked to the temporal 
stability of behavioural difficulties in young children. Zahn-Waxler et al. 
(1988) conducted a longitudinal study investigating the long term effects of 
maternal depression on a sample of preschool children. These researchers 
found that children with depressed parents had increased symptoms of 
depression and antisocial behaviour which was evident during the child's 
second year of life, and continued to characterise the children when they 
were followed-up at six years of age. 
To date, very few studies have extended the research focus beyond 
depression. One exception is Lancaster, Prior and Adler (1989) who used the 
General Health Questionnaire (GHQ) to provide an overall level of 
maternal psychological health. They found that the level of maternal 
psychological health as measured in the four domains of anxiety I insomnia, 
somatic symptoms, social dysfunction and severe depression, was strongly 
associated with maternal report of behavioural difficulties in three and four 
year old children. They concluded that maternal ratings of a child's 
behaviour was strongly associated with psychological aspects of the mother. 
This is consistent with previous published research that have reported 
associations between parents' ratings of children's behaviour and maternal 
depression. 
Clearly, maternal depression has been identified as a factor associated with 
the occurrence of behavioural problems in young children. However, 
maternal depression often co-occurs with other factors such as marital 
(partner) discord (Downey & Coyne, 1990) and family stress (Dodge, 1990; 
Fendrich et al., 1990). Maternal depression may impact of the mother's 
psychological availability to both her children and her partner, thereby 
negatively impacting on family functioning. 
The Role of Family Characte:dstics in the Development of Problem 
Behaviours 
Factors such as marital discord, family dysfunction, and stressful life events 
have all been implicated in recent studies as stressors that can impact on the 
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family (Downey & Coyne, 1990; Cummings & Davies, 1994). These 
characteristics, either acting as mediating factors or as individual stress 
factors, have been implicated in the development and maintenance of child 
behaviour problems (Campbell, 1990; Richman, Graham & Stevenson, 
1982). 
Marital Discord and Divorce 
Reports in the literature show a consistent association between disharmony 
in the marital (or parental) relationship and psychological or behavioural 
difficulties in school aged children within the family (Emery, 1982; Emery & 
O'Leary, 1982; Dadds, 1987; Hetherington, Hagan & Anderson, 1989). In a 
review of the literature to 1988 on the relationship of marital discord to 
school aged children's behaviour problems, Reid and Crisafulli (1990) found 
that parental discord appears to have a stronger impact on boys' behaviour 
than girls'. However, concerns about methodological problems in the 
reported studies suggests a cautionary approach when estimating the 
strength of the effect of marital disharmony on children's behaviour, and 
the possibility of gender differences in the resulting behaviour. Three 
distinct methodological problems have been outlined in the literature that 
are present to varying degrees in most of the reported studies: (i) a heavy 
reliance on clinic samples; (ii) use of the same reporter to rate both the 
child's behaviour and the marital relationship; and (iii) the use of measures 
that lack established reliability and validity (Emery, 1982). 
While a number of studies have investigated the impact of marital discord 
on school age children's behaviours, fewer studies have examined the 
relationship between marital discord and behaviour problems in preschool 
aged samples (Jouriles, Pfiffner & O'Leary, 1988). A review of the available 
research examining the impact of parental discord on children's behaviours 
has reported that parental discord is associated with preschoolers' 
behavioural problems. However, whether the impact is stronger for girls or 
boys is unclear. Using a community sample of three year old problem 
children matched with normal controls, Richman, Stevenson and Graham 
(1982) found that 40% of parents of children in the problem group reported 
poor or very poor marital relationships. Their results demonstrated that 
girls' total scores on the Behaviour Checklist List (BCL) were more elevated 
than boys' in the presence of parental discord, suggesting that girls were 
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more vulnerable than boys in their response to parental disharmony. In 
contrast, Jouriles et al. (1988) found that preschool aged boys and girls drawn 
from the community did not differ in their behavioural response to 
parental discord. General marital dissatisfaction and overt marital conflict 
were related to maternal reports of misbehaviour in children and 
observations within the laboratory of child noncompliance for both sexes. 
Using a matched clinic and control sample of preschoolers, Dadds and 
Powell (1991) found a strong relationship between mothers' perceptions of 
marital discord and aggression in male and female preschoolers for both 
clinic and non-clinic samples. However, they found that child aggression 
was consistently greater for children in the clinic group. 
While few studies have looked at the association between marital discord 
and preschoolers' behavioural problems, there does appear to be a 
relationship between parental discord and child problem behaviour. 
However, the existence of gender differences in the effect of marital discord 
remains equivocal. It has been suggested that younger children do not show 
differential gender responses to marital discord because the effects of 
socialisation practices have not yet occurred (Dadds & Powell, 1991; Jouriles 
et al., 1988). Children at this age have not yet clearly internalised a stable 
pattern of behaviour that is driven by perceived differences in gender 
identity and role. 
As a group preschool children may be particularly vulnerable to the 
negative effects of parental discord (Hodges, Tierney & Buchsbaum, 1984; 
Jouriles et al., 1988). Theoretically preschoolers have more contact with 
their parents than school age children and thus may be more exposed to 
tension and conflict within the home (Wolfe, Jaffe, Wilson & Zak, 1985). In 
addition, preschoolers may have limited access to adults outside the family 
home and are thus especially dependent upon the family for their 
socialisation and nurturance needs (Campbell, 1995). 
Several studies have investigated the effect of parental separation and 
divorce on preschool aged children's behaviours. Although parental 
separation and divorce are likely to be traumatic and confusing for children 
of all ages, preschool aged children, with their increased dependence upon 
their parents, are especially vulnerable (Hodges et al., 1984; Wallerstein & 
Blakeslee, 1989). Webster-Stratton (1989) divided a sample of families 
recruited from a clinic specialising in treatment programs for conduct 
Page33 
- ... 
problem children into three groups: maritally supported, maritally 
distressed, and single parent. She found that single mothers endorsed more 
behavioural items on the Child Behaviour Checklist (CBCL) than maritally 
supported and maritally distressed mothers. The children of single parents 
were also independently observed to be significantly more noncompliant to 
parental requests than the children of maritally supported and maritally 
distressed mothers. Webster-Stratton proposed several possible 
explanations that could account for the negative trend emerging in the 
single mothers' data. Single parents reported more associated stresses such 
as financial difficulties, lack of support in their parenting role, and ongoing 
conflict with former partners. These factors could all impact negatively on 
parental perceptions, parenting behaviours and children's adjustment. 
However, the families in all three groups were recruited from a clinic that 
specialised in treatment programs for conduct disordered children. As such/ 
the sample was non-representative and the results cannot generalise to 
community populations. 
The above studies suggest that the occurrence of parental separation and 
divorce have the potential to disrupt or alter parental functioning, and 
thereby have an impact on the child's adjustment. Parents who are 
undergoing the emotional trauma of disentangling from a relationship are 
likely to be less accessible to their children. Difficulties within the parental 
relationship may have a direct stressor effect on the child's behaviour, or in 
combination with other stressful factors such as lower or inadequate 
income, poorer housing, father absence, or post divorce visitation patterns 
may exert an indirect mediating impact on the child's functioning. 
Family Dysfunction and Family Adversity 
While comparatively little attention has been given to investigating the 
impact of marital discord on preschool children's behaviours, even less 
research attention has been given to examining the effect of family 
functioning and family adversity on the development and maintenance of 
behaviour problems in preschool children. In a recent study investigating 
the effect of family context on children's problem behaviours, Campbell et 
al., (1991) selected three different preschool samples (teacher identified 
problem children, parent identified problem children and non-problem 





of referral source, came from families with poorer functioning than 
children in the control group. In addition, the mothers of problem children 
in both groups reported more stressful life events than the mothers of 
children in the comparison group. Using a community sample of three year 
old children in London, Richman et al. (1982) found that maternal reports of 
behaviour problems in children at age three years were associated with a 
poor mother-child relationship and with the presence of family adversity. 
To examine the family context associated with the temporal stability of 
problem behaviours McGee, Silva and Williams (1984) used a 
representative sample of seven year old children who had previously been 
assessed at three and five years. They reported that children with stable 
behaviour problems differed from their peers in terms of their family 
background. Compared with control children, children with stable problem 
behaviours were more likely to come from poorer functioning families that 
were experiencing a greater range of stressful life events. 
Preschool children are totally ·dependent upon their parents for their 
physical and emotional sustenance. Therefore it seems likely that family 
contextual factors which impair or disrupt a parent's ability to meet their 
child's needs will have a co-occurring impact on them. External stresses on 
the family can undermine parenting, leaving preoccupied and 
overwhelmed parents with fewer emotional resources to respond to age-
appropriate needs of preschoolers. 
Summary and Conclusions 
Specific characteristics within children can serve as important factors in the 
development and maintenance of problem behaviours. Children's 
temperament can have a mediating effect on environmental variables and 
thereby modulate behavioural adjustment. Related to children's 
temperament is their level of social competency. Social competency enables 
children to effectively interact within society and mediate potentially 
adverse environmental demands. The successful development of social 
competency is thought. to be a factor which is influential in enabling 
children to be more resistant to the development of problematic behaviours. 
A positive self concept or self-esteem has also been implicated as a 
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protective factor. Children with higher levels of self-esteem seem more able 
to buffer the effects of environmental adversity. 
A number of recent studies, which have built on research using school aged 
children, are beginning to examine the parent (usually maternal) and family 
characteristics that are correlates of preschoolers problem behaviours. 
Given the scarcity of studies that have focused on paternal characteristics, 
our knowledge has been built almost exclusively on studies that have 
examined maternal characteristics. Using typically clinic and selected 
samples, studies have shown that parental characteristics, especially 
maternal characteristics, and contextual variables, both within and outside 
the family, appear to be important factors in the development and 
persistence of parent reported problem behaviours in preschoolers. Adverse 
parental and family characteristics (eg., less efficacious parenting styles, 
maternal depression, parental discord, separation or divorce, family 
dysfunction and family adversity) have emerged as correlates of parent 





Aims for the Present Research 
Research interest in the behavioural problems of children has generally 
focused on the school aged child. By comparison, interest in, and 
knowledge of, the problem behaviours of young children, especially 
preschool age children, has lagged behind. This has resulted in the lack of a 
sound knowledge base regarding what constitutes both normal behavioural 
development and normal behavioural variation, and difficult behaviours of 
probable clinical significance. 
From the available literature, it appears that it is common for many young 
children to display problematic behaviours, either in specific situations or 
during a particular developmental period. However, due to methodological 
limitations, the results from these studies cannot be generalised to the 
preschool population as a whole. Methodological difficulties restricting the 
generalisability of studies investigating preschoolers' behaviours include the 
use of clinic or selected samples of preschoolers, with information often 
collected from only one informant source, in one situational context, by 
means of a single behavioural questionnaire. Consequently, our present 
understanding of the onset, course and severity of behavioural problems in 
preschool aged children, and the associated child, parent and family 
characteristics, is often limited to the single perspective of one informant. 
The single informant may have completed both the family assessment 
measures and the child behaviour measures. Thus, there is a need for 
research investigating the developmental course of problem behaviours in a 
community sample of preschoolers with an examination of child, parent 
and family correlates, using multiple informants and multiple assessment 
techniques. 
Using a New Zealand sample of preschoolers drawn from the general 
population who had never come in contact with mental health services, the 
primary aims of the present study were: (1) to assess and document the 
natural course and stability of behaviour problems in a New Zealand 
sample of preschoolers; (2) to examine the child and family characteristics in 
an effort to clarify the child, parent and family correlates of behavioural 
difficulties in preschooJers drawn from the general population; (3) to 
investigate the temporal stability of problem behaviours and the associated 
child, parent and family correlates associated with the persistence of 
behavioural difficulties; and, (4) to determine if children's behavioural 
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scores could be predicted from child and family characteristics measured 21 
months previously. 
The preschool years are a time of rapid cognitive, emotional and 
behavioural development for children. To answer questions that relate to 
the natural course of children's behaviours, the research design included a 
longitudinal component. Assessment intervals were conducted within a 
time frame that was long enough to enable development to occur, but short 
enough to examine these developmental changes. The frequency of. 
assessments enabled the natural course of behavioural change and 
development to be charted. 
To gain a comprehensive picture of children's behaviours in different 
situational contexts, the functioning of children was assessed using a 
multiple informant approach. Information on the children was obtained 
from three informants (parent2, teacher3 and clinician4) who had contact 
with the children in different contexts. Information from the parent was 
gained through both child behaviour questionnaires and a semi-structured 
clinical interview attended by both parent and child. Teacher report was 
obtained through child behaviour questionnaires. Information on the 
children's behaviours was obtained from the parent-child interview 
attended by all parents and children. In addition, multiple assessment 
methods were utilised to evaluate the children and their family context. 
This included both direct observation and a number of child behaviour and 
family functioning assessment measures. Child characteristics that were 
examined included an assessment of problem behaviours, social 
competency and self-esteem. Family characteristics were also evaluated. 
These included maternal mental health, family functioning, presence of life 
event stressors, parental disciplinary style, and the parental relationship. 
2 Mothers were the informants on their children's behaviours in this reseach. However, the 
term mother has been used interchangeably with parent in this thesis for reader 
convenience. 
3 At the Screening Stage and Time One of the study preschool teachers/caregivers were the 
informants on the children's behaviours, however, the term teacher has been used for 
brevity. 
4 The clinician in this research was the experimenter/researcher who was clinically 




Within the present research a behaviour problem was conceptualised as 
being that portion of a child's symptomatic behaviour (eg., non-compliance, 
temper tantrums, soiling, sleeping, eating, aggression, etc) which was a 
source of difficulty within the family or in his/her relationship with others 
(Barron & Earls, 1984). Thus, within the research, problem behaviours were 
conceptualised globally and were not broken down into specific behaviours. 
Children were classified as having behavioural difficulties either on the 
basis of their total scores on the behavioural measures being above the 
cutoff points, or on the basis of teacher or clinician judgement that children 
were showing behavioural problems that set them apart from their more 
'normally' functioning peers. 
The research was carried out in four assessment stages. These are presented 
and discussed in the order in which they were conducted. In the first 
assessment stage, labelled as the initial Screening Stage, .children in the 
sample were classified into 'clinic' group or matched control group on the 
basis of maternal report on behavioural questionnaires. Maternal ratings 
were used becau~e they are seen as a valid representation of the child's 
actual behaviour (Lancaster, Prior & Adler, 1989) and are functionally useful 
(Carey, 1982). For the purposes of this research, the term 'clinic' and 'clinical' 
are used to refer to children identified on the basis of parent report as 
showing problem behaviours. The term does not indicate that these 
children had problems which brought them to the attention of a mental 
health professional. In fact none of the children in the clinic group had 
been referred to a mental health professional. 
The second assessment stage, labelled as Time One, was conducted one 
month after the Screening Stage. At this time information on the children's 
behaviours was again obtained from the parent, with additional 
information on the children's behaviours obtained from teacher report and 
clinician observation. Given that the children's behaviours were also 
assessed by teacher and clinician, children could be classified into different 
problem groups on the basis of parent identification, teacher identification 
and clinician identification. This enabled an examination of the associated 
child, parent and family factors of children identified as having behavioural 
problems by different informants. The use of multiple informants enabled 
an investigation of problem pervasiveness. Children who showed 
behavioural difficulties in multiple situational contexts were compared 
with their peers, who showed problems in only one context, and also with 
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those children who did not show any behavioural difficulties. The child, 
parent and family characteristics for these three groups of children were 
investigated to see if the groups differed. 
The third assessment stage, labelled as Time Two, completed ten months 
after Time One, formed part of .the longitudinal component of the study. 
This enabled changes in the children's behaviours to be charted with 
development, facilitating examination of the temporal course of 
problematic behaviours and child, parent and family factors associated with 
problem behaviour persistence. The reasons behind the ten months length 
of time were both theoretical and practical. Ten months was chosen as a 
time frame that was of sufficient length to enable developmental changes to 
occur across the cohort of children. Ten months was also long enough to 
allow for two equal periods of time between assessments (ie., between Time 
One and Time Two, and between Time Two and Time Three). 
The fourth and final assessment stage, labelled as Time Three, was 
conducted ten months after Time Two, and twenty-one months after the 
initial commencement of the study. This enabled further information to be 
collected from the three informant sources on the natural course of 
children's behavioural development. The longitudinal component also 
enabled the children to be grouped in different ways so that child, parent 
and family characteristics associated with problem persistence could be 
examined. In addition several new assessment measures were introduced at 
this stage to investigate other aspects of the child and their family. These 
included assessment of the parental relationship and parenting style, an 
assessment of the child's perceived general competencies and social 
acceptance, and finally an additional teacher rating scale to assess the 
children's changing abilities as they moved on to school. Finally, child and 
family variables assessed at Time One were used to determine which 
variables were important in the prediction of children's behavioural scores 





On the basis of previous studies which have investigated the occurrence of 
behaviour problems in school aged children, and the available research on 
the preschool population, it was hypothesed that: 
• The occurrence of behaviour problems in the preschool years is common 
(Campbell, 1990; Jenkins et al., 1980; Richman et al., 1982), and that most 
problematic behaviours will remit over time (Campbell, 1990; Crowther 
et al, 1981; Jenkins et al., 1980). 
• The presence of behaviour problems in the preschool years is more likely 
to be associated with co-occurring adverse child, maternal, and family 
factors (Barron & Earls, 1984; Dadds & Powell, 1981; Webster-Stratton, 
1989). 
• The level (severity) of children's behavioural difficulties are associated 
with increasingly adverse maternal and family characteristics (Richman 
et al 1982; Campbell, 1995). 
• Children who show cross-situational behavioural problems are likely to 
have more severe behavioural problems (Campbell, Ewing, Breaux & 
Szumowski. 1986), as defined by their scores on the child behaviour 
measures. In addition, children with cross-situational behavioural 
problems (ie, two or more situational contexts) will come from families 
experiencing greater family adversity. 
• Children who have a continuation of behavioural problems across 
significant time periods are more likely to come from families that have 
co-occurring adverse maternal and family characteristics (McGee et al., 
1984; Richman et al, 1982). 
• Extreme behaviour problems predict later problems, while minor 
problems are common and of little diagnostic importance (Campbell, 
1987; Fischer et al., 1984; McGee et al., 1984; Richman et al 1982). 
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CHAPTER TWO 
Overview: Screening and Time One Assessment 
The present assessment phase examines the prevalence of behavioural 
difficulties in a community sample of New Zealand preschoolers, providing 
a snapshot of children's behaviour at one time frame. In addition, the child, 
parent, and family correlates of problem behaviours are investigated. 
During the initial Screening Stage of the study, parents from eight preschool 
facilities completed two behavioural questionnaires on their children's 
behaviour. These two measures were used as screening instruments for 
selecting the subjects who would continue to participate in the study. Using 
this data, two groups of children were recruited, matched for age, gender and 
preschool facility. Children whose parent (mother) rated total scores on the 
screening instruments were above the cutoff points were assigned to a clinic 
group. Children whose total scores fell below the cutoff points were selected 
to form a control group. Children in the matched clinic and control groups, 
and their families, formed the subject pool for continuation of the study. 
In the second stage of the study known as Time One, information on the 
children's behaviours was obtained from multiple informants using 
multiple measures. Parents completed assessment instruments on their 
children's behaviours and questionnaires designed to assess family 
characteristics and functioning. In addition, the current pre-school 
teacher I caregiver for each child ·completed two child behaviour measures. 
Finally, clinical information on the children's behaviours was obtained 
from the semi-structured clinical interview attended by each child and 
parent. 
Data from the initial Screening Stage and Time One were collected by Dr 
Mani Pavuluri (Psychiatric Registrar), .whose involvement with the study 
ended with the completion of Time One. This data was made available to 
the current researcher who was responsible for the longitudinal aspect of the 
study and who expanded the research focus. The data from the Screening 
Stage and Time One was used by the current researcher who planned the 
statistical analyses and re-analysed the data to test the hypotheses reported 
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earlier. All analyses were conducted at the conclusion of data collection at 
Time Three to prevent possible bias in clinical judgement being introduced. 
Descriptive statistics for the total sample were carried out to examine the 
numbers of children with problem behaviours as identified by the three 
informants. The main grouping of interest at Time One was the clinic and 
control groups formed on the basis of parent ratings on the child behaviour 
measures. Using these two groups, children identified as having problem 
behaviours according to parent report were compared with their matched 
controls on the measured child behaviour, family and sociodemographic 
characteristics. Within the clinic group, further group comparisons were 
conducted between children parent-identified with behavioural problems 
on the Behaviour Checklist (BCL) only and children parent-identified with 
difficult behaviours on both the BCL and Hyperactivity Scale-Parent (HAS-
P). Children in both these two groups were considered to have behavioural 
problems. Group comparisons were conducted to assess whether children 
identified on one parent rated measure differed significantly as a group from 
children identified on both parent rated measures on the measured child 
behaviour and family variables. 
In addition, the children were also assigned into problem groups on the 
basis of preschool teacher I caregiver and clinician ratings. This allowed for 
group comparisons between preschool teacher I caregiver identified problem 
and non-problem children, and also clinician identified problem and non-
problem children. The child behaviour, family, and sociodemographic 
characteristics for these two additional groupings were examined to identify 
if these problem groups differed from their non-identified peers on child, 
family, and sociodemographic variables. 
The effect of problem pervasiveness was examined. The total sample was 
divided into three groups: those with no evidence of problem behaviours 
(No Evidence), those children identified by one of the three informants as 
having behavioural problems (Situational), and those children identified by 
two or three informants as having behavioural problems (Pervasive). The 
three groups were then compared to see if they differed on the measured 
child and family characteristics. 
Finally, the degree of association between the child behaviour measures and 
the family assessment measures was examined. The strength of association 
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between the parent rated child behaviour measures (BCL, HAS-P, BSQ, 
PBDS); the parent rated child behaviour measure (BCL) and the parent rated 
family functioning measures; and, the child behaviour measures as rated by 
the different informants was determined. 
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METHOD 
(i) Screening Stage 
Subject Recruitment 
Ethical approval to conduct the current research was obtained from the 
Otago Area Health Board Ethics Committee and the Otago University Ethics 
Committee. Following this, subjects between the ages of 30 and 59 months 
were recruited through Dunedin childcare facilities representative of the 
three main types of childcare institutions in New Zealand. At the outset of 
the study there were 55 childcare institutions serving the Dunedin area: 22 
kindergartens, 15 playcentres and 18 daycare centres. Kindergartens are state 
funded and overseen by the Department of Education, with limited parental 
involvement. Playcentres are voluntary organisations that train their own 
staff and rely heavily on parental input. Children can maximally attend 
these two centres five half days a week. Private daycare centres provide full 
time care and are usually selected by parents to provide care for their 
children during their hours of work. Of the 55 childcare centres operating at 
the time the research project was initiated, ten centres were already 
involved in other research projects and two centres were understaffed and 
therefore not able to participate. The remaining pool of 43 child care 
institutions was categorised into high, middle and low socioeconomic 
status, depending on the area they serviced. From the 43 centres available, 
eight centres (two kindergartens, three playcentres, and three daycare 
centres), representative of low, middle and high socioeconomic areas, were 
randomly selected as centres from which the subjects could be recruited. As 
more children attended kindergartens (80 children in each), compared with 
attendance at either playcentres or daycare centres, only two kindergartens 
were included. The eight centres approached all agreed to participate in the 
research. 
Subjects 
Parents of 320 preschool children initially agreed to participate in the current 
research project. Of these, 274 parents completed and returned the screening 
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questionnaires. Two children and their families were later excluded from 
the study as one set of questionnaires were returned incomplete and one 
child was over 60 months at the time of assessment. Complete information 
was therefore collected on 272 children representing 85.63% of the initial 
sample of 320 children. One hundred and fifty-six of the children (57.3%) 
were male and 116 (42.6%) were female. The mean age of the children was 
45.13 months (SD=8.12). One hundred and seventeen (43.02%) of the 
children were from kindergartens, 101 (37.14%) were from daycare centres 
and 54 (19.86%) were from playcentres. 
Explanations from parents who had agreed to participate in the study but 
then failed to complete and return the questionnaires included: dislike of 
questionnaires that asked personal questions; previous bad experience with, 
and dislike of research studies; parental ill health; child ill health; and, 
parental imprisonment. 
Measures 
The child, parent, and family assessment measures used in the current 
research are described in the following section. Information on the 
reliability and validity of the measures has been included where available. 
Questionnaires that are not readily available, or those that have been altered 
in some way for the purposes of the study, are included in the appendices. 
Parental Perceptions of Child's Emotional and Behavioural Functioning 
Behaviour Check-list (BCL; Richman et al., 1982). The BCL is a 21 item 
parent rated screening questionnaire which deals with twelve areas of a 
child's behaviour (see Appendix A). These areas are: appetite, wetting, 
soiling, sleeping, activity, concentration, dependency, manageability, temper 
tantrums, mood/worries/fears, relationships with peers and siblings, and 
language. For each question parents are asked to choose from three 
statements the statement which best describes their child. These are then 
scored by the researcher I clinician, with zero representing the absence of the 
behaviour; one that the behaviour occurs sometimes or to a mild degree; 
and two, that it occurs frequently or to a marked degree. The highest item 
score obtained for each problem behaviour area is then summed to provide 
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a general behaviour score ranging from 0 to 24. Richman et al. (1982) have 
proposed a cutoff score of eight as suggestive of behavioural problems or 
emotional difficulties. 
Hyperactivity Scale- Parents (HAS-P; Luk & McGee, 19915). The HAS-P is a 
15 item screening questionnaire for the presence of attention-
deficit/hyperactivity symptoms based on the 14 item DSM-III-R criteria for 
Attention-Deficit/Hyperactive Disorder (see Appendix B). An additional 
item to measure extent of squirming was added specifically for the preschool 
population. Parents are asked to indicate for each statement, whether it 
applies to their child, with an affirmative response being scored one. Scores 
are then summed to provide a total score which can range from 0 to 15. 
Based on DSM-III-R criteria a score of eight or more indicates possible 
Attention-Deficit I Hyperactive Disorder. 
Family Sociodemographic Characteristics 
Sociodemographics Questionnaire (Department of Statistics: Wellington, 
1991). The sociodemographics questionnaire (see Appendix C) is a 
modification of a questionnaire used by the New Zealand census. The 
questionnaire includes items on: family size; the number of children under 
16 years in the household; the child's ordinal position; the relationship of 
the birth parents; the parents' age, education level, place of birth, occupation, 
ethnicity; family housing conditions; and family income. 
Procedure 
Eight child care institutions were randomly chosen to participate in the 
study from the total available pool of 43 preschool institutions. For each of 
the eight selected child care institutions, a meeting was arranged with staff 
to explain the purpose and nature of the study, and invite each centre to 
participate. At each meeting a letter explaining the rationale for the study 
was distributed to the staff (see Appendix D). For the three playcentres, 
arrangements were also made to attend the parent-teacher meetings in order 
5 The HAS-P was designed by Professor S. L. Luk and Dr. R McGee in 1991 for the current 
research. 
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to address any parental enquires and to g1ve additional information to 
parents if required. 
When staff at each kindergarten centre, childcare centre, and playcentre had 
agreed to participate in the study, a letter of explanation (see Appendix D) 
and a consent form (see Appendix D) was distributed by the staff at each 
centre to the parents of each attending child aged between 30 and 59 months. 
Parents were asked to complete the consent form and return it to the staff at 
their child's centre if they wished to participate in the study. After parental 
consent was obtained, the following assessment measures were distributed 
to each parent by the centre staff: the Behaviour Check-list (BCL), the 
Hyperactivity Scale (HAS-P), and the Sociodemographics Questionnaire. 
Parents were asked to complete the questionnaires and return them to the 
researcher in the accompanying self-addressed, stamped envelope. 
Parents who did not return their questionnaires after two weeks were sent 
general reminder letters by the researcher. In addition, staff at each centre 
reminded the parents to complete and return their questionnaires. Parents 
who still did not return the questionnaires were given a final reminder, 
either by the researcher, or where appropriate by the preschool 
teacher I child care worker. 
Group Assignment 
Parents' responses on both the BCL and HAS-P were used to select the final 
sample of children who participated in the study at Time One. In total, 64 
children from the Screening Stage with BCL and/ or HAS-P scores of eight or 
more met criteria for assignment to the clinic group. Children with scores 
below eight on both the BCL and the HAS-P, were assigned to the control 
group. It was thought by the first researcher, that a matched group of 64 
clinic children and 64 control children had been selected to form the target 
sample of 128 children. This group, matched on age, sex and centre, had 
been selected by a colleague (Paediatrician) of Dr Mani Pavuluri, to ensure 
that the researcher remained blind to the children's classification. However, 
subsequent analysis by the current researcher showed that at the initial 
Screening Stage, 81 (63.28%) of the 128 children met criteria for assignment 
to the clinic group. This comprised 50 children who scored above cutoff 
criteria for the BCL only, three children who scored above cutoff criteria for 
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the HAS-P only, and 28 children who scored above cutoff criteria for both 
the BCL and the HAS-P. Overall, only 47 (36.72%) of the children from the 




(ii) Stage One (Time One) 
Subjects 
Subjects were 128 children between the ages of 30 and 60 months (M = 45.71 
months, SD=8.14 months), who had been selected on the basis of their 
parent rated behavioural scores at the Screening Stage. Of the 128 children, 
56 (43.75%) were female and 72 (56.25%) were male. 
Measures 
The additional child, parent and family assessment measures used in the 
current assessment phase are described below. The reliability and validity 
for each measure has been included where such information is available. It 
is acknowledge that there is inadequate reliability and validity data for some 
of the measures used in the study. There are a limited number of measures 
available for preschool children and in some cases the validity and 
reliability data is not yet available reflecting the newness of preschool aged 
children as a research interest. Despite the inadequacy of information on 
reliability and validity for some of the measures used, they were chosen as a 
working model of what is available at present for preschool children. 
Parental Health and Well Being 
General Health Questionnaire (GHQ; Goldberg & Hillier, 1979). The GHQ is 
a self rated screening instrument designed to identify adults in community 
samples likely to have a psychiatric disorder characterised by subjective 
distress. This questionnaire contains 28 items, including questions on 
anxiety /insomnia, somatic symptoms, social dysfunction and severe 
depression. The person completing the questionnaire is asked to indicate, 
using a four point ordinal scale (zero, one, two, and three), the response that 
best describes them at the present time. Higher scores indicate greater 
degrees of emotional ill-health. A total score is derived by summing across 
items, with a possible range of scores from 0-84. The GHQ has been 
validated with a sample of New Zealand women and has been confirmed as 
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a useful and practical screening device for psychiatric illness (Romans-
Clarkson, Walton, Herbison, & Mullen, 1989). 
Family Stressors 
Stressful Life Events Questions (SLEQ) is a modified version of the 12-item 
List of Threatening Experiences Questionnaire (LTE-Q) designed to assess 
stressful situations that an individual may have experienced in the last six 
months (Brugha, Bebbington, Tennant & Burring, 1985; Brugha & Cragg, 
1990). In the SLEQ, one of the items from the LTE-Q was dropped, and the 
remaining eleven items were broadened to cover stressful situations that 
families may have experienced in the preceding six months. The areas 
covered by the SLEQ include: illness in the family, death of a loved one, 
stress between the adults in the family, financial difficulties, problems with 
the law, and loss of a valuable possession (see Appendix E). Respondents 
are asked to indicate which of the events their family has experienced in the 
last six months. Affirmative responses to an item receive a score of one. 
Item responses are then summed to provide a general life stressor score 
ranging from zero to eleven. 
General Family Functioning 
Family Assessment Device (FAD; Epstein, Baldwin & Bishop, 1983). The 
FAD is a screening instrument designed to identify problem areas in family 
functioning, with information collected directly from the family. The FAD 
consists of 60 items making up seven scales which measure: Problem 
Solving (the family's ability to resolve problems); Communication (the 
exchange of information among family members); Roles (the established 
roles within the family and the interplay between these roles); Affective 
Responsiveness (family members' ability to respond suitably to a range of 
stimuli with appropriate quality and quantity of affect); Affective 
Involvement (the extent that family members are interested in, and place 
value on each others' activities and concerns); Behaviour Control (the way 
family standards are expressed and maintained); and General Functioning 
(the overall health/pathology of the family). 
Page 51 
• IJ 
The adult completing the measure is asked to rate how well an item 
describes their family, by selecting from among the four possible responses: 
strongly agree, agree, disagree, and strongly disagree. Each item is rated 
using a four-point scale (one, two, three and four), with lower scores 
indicating more 'healthy' functioning. The item scores are summed to 
create a total score with a possible range from 60-217. The FAD has good 
discriminant validity, significantly distinguishing between families rated by 
experienced clinicians as healthy or unhealthy (Miller, Kabacoff, Keitner, 
Epstein, & Bishop, 1986). This measure also has good reliability (Kabacoff, 
Miller, Bishop, Epstein, & Keitner, 1990). 
Parental Perceptions of Child's Emotional and Behavioural Functioning 
The Preschool Behaviour Diagnostic Schedule (PBDS; Rutter & Graham, 
1968). The PBDS is a five item measure used to assess the parent's 
perception of their child's behaviour in both the home and in the child care 
setting. The measure is also designed to assess parents concerns about their 
child's learning ability, and social relationships with their peers and the staff 
at the child's pre-school facility. Parents are asked to indicate using a four 
point ordinal scale (zero, one, two, and three), the most appropriate 
response for each item, with higher scores indicating greater degrees of 
parental concern about a behaviour. 
The Behaviour Screening Questionnaire (BSQ; Richman & Graham, 1971). 
The BSQ is a 12 item screening instrument completed by the 
researcher I clinician based on information elicited from the parent during 
the clinical interview. The BSQ examines 12 areas of problem behaviour: 
sleeping, eating, encopresis, attention seeking and dependency, relations 
with other children, activity, concentration, control, tempers, mood, worries 
and fears. Parents' responses are rated on a three point ordinal scale of zero, 
one and two. Zero represents the absence of the behaviour; one that the 
behaviour occurs sometimes or to a mild degree; and two that the 
behaviour occurs frequently or to a marked degree. The item scores are then 
summed to provide a general behaviour score. Using a cut-off of ten points, 
Richman et al. (1982) demonstrated the reliability of the questionnaire to 




The Pro-Social Behaviour Interview (PSBI, Weir & Duveen, 1981) provides 
a measure of the child's prosocial behaviours (see Appendix F). The PSBI is 
a nine item questionnaire completed by the interviewer based on 
information provided by the parent. The parent is asked how their child 
would behave in particular social situations such as sharing of toys or 
sweets, helping adults, inviting other children to join in their play, assisting 
when someone is sick. Parental responses to each question are rated on a 
four-point ordinal scale: zero (no occurrence), one (occurrence in less than 
50% of the time when an appropriate situation arises), two (occurrence 
about 50% of the time), and three (occurrence more than 50% of the time). 
A total score is derived from summing the items, with higher scores 
indicating a greater degree of prosocial behaviour. The possible range of 
scores is from 0-27. 
Clinical Judgement of Child's Emotional and Behavioural Functioning 
The Behaviour Profile Schedule (BPS; Shaffer et al., 1983). The BPS is 
completed by the interviewer from observations of the child's behaviour 
during a ten minute free play period. Fifteen areas are assessed: separation 
from mother, fearfulness, rapport with examiner, self confidence, emotional 
reactivity, degree of cooperation, level of frustration tolerance, degree of 
dependency, duration of attention span, goal orientation, level of activity, 
nature of activity, nature of communication, assertiveness, and hostility. At 
the end of the BPS, the researcher, based on clinical judgement, indicates 
whether they feel the child has a· behaviour problem, and whether the child 
shows signs of the following disorders: hyperactivity, extreme shyness, 
developmental language disorder, autism or a related disorder, externalising 
problems or internalising problems. 
The Preschool Behaviour Clinical Schedule (PBCS; Rutter & Graham, 1968). 
The PBCS is completed by the interviewer from observations of the child's 
behaviour during the clinical interview. Areas assessed are similar to the 
areas covered by the Behaviour Profile Schedule, and include a global 
estimate of the child's intellectual and psychiatric state. Based on the child's 




child is made on a three-point categorical scale (zero, oner and two), with 
zero indicative of no problem, one suggestive of mild or uncertain 
abnormalities and, two indicating a definite and clinically significant 
abnormality. 
Teacher's Perception of Child's Emotional and Behavioural Functioning 
The Pre-school Behaviour Check-list (PBCL; McGuire & Richman, 1986). 
The PBCL is a 22 item check-list designed specifically for use in group 
settings which is completed by a child's current kindergarten/pre-
school/play-group teacher. Behaviours covered in the PBCL include: 
activity, concentration, social relationships, self care, emotion, temper, 
fighting, destructiveness, habits, and speech. The teacher is asked to indicate 
for each item on a scale of one, two, or three the response that best describes 
each child. Zero represents the absence of a behaviour, one that the 
behaviour occurs to a mild or moderate degree, and two that the behaviour 
occurs frequently or to a marked degree. The item scores are summed to 
provide a general score with a range from 0 to 44. Higher scores indicate a 
greater degree of behavioural or emotional difficulty. Using a cutoff of 12, 
McGuire and Richman (1986) have demonstrated the reliability and validity 
of the PBCL to discriminate children with emotional or behavioural 
problems from their peers. 
Hyperactivity Scale - Teacher (HAS-T; Luk & McGee, 1991). The HAS-T is 
identical to the 15 item HAS-P which screens for the presence of attention-
deficit/hyperactivity symptoms (see Appendix B). Preschool 
teachers/ caregivers are asked to indicate for each statement whether it 
applies to their pupil, with an affirmative response being scored one. Scores 
are then summed to provide a total score with a range from 0 to 15. A score 
of eight or more is suggestive of Attention-Deficit/Hyperactivity Disorder. 
Procedure 
One month after the Screening Stage, the families of the 128 children 
selected were mailed the following assessment measures to complete and 
return in a reply paid envelope: the Behaviour Checklist (BCL), the 
Hyperactivity Scale (HAS-P), the General Health Questionnaire (GHQ), the 
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Stressful Life Events Questions (SLEQ), and the Family Assessment Device 
(FAD). Parents (usually the mother) of all 128 children completed and 
returned the questionnaires. 
After the questionnaires were mailed out, the parents were telephoned by 
the researcher to arrange suitable times for them to attend a standardised 
clinical interview with their child. For parental convenience, the majority 
of interviews were conducted at the child's kindergarten, playcentre, or 
daycare centre. Other clinical interviews were conducted at the Child, 
Adolescent and Family Mental Health Unit at Dunedin Public Hospital, or 
in the child's home. Each interview took approximately one hour to 
complete. The mother was the accompanying parent in 125 interviews, 
with both parents attending in three interviews. 
The clinical interview began with the researcher welcoming the parent and 
child, and giving a brief outline of the format that the interview would 
follow. The child was then invited to play with the age appropriate toys 
provided for a ten minute free play period. The following toys were 
available for the child to play with: a Tupperware bus, forty wooden blocks, 
five Playskool little people and four Playskool cars, Playskool furniture, a 
construction game called Constructo Straw and a book. During the free play 
period the parent was asked to be available to their child if needed, but not 
to actively involve their child in play. 
After the ten minute free play interval, the child's parent was asked to 
complete, with the researcher, three parental report assessment measures. 
The measures were presented in the following order: the Pre-school 
Behaviour Diagnostic Schedule (PEDS), the Behaviour Screening 
Questionnaire (BSQ), and the Pro-Social Behaviour Interview (PSBI). After 
the parent and child had left the clinical interview, the researcher completed 
the Pre-school Behaviour Clinical Schedule (PBCS) and the Behaviour 
Profile Schedule (BPS), with information obtained during the clinical 
interview. 
With parental permission, the child's current pre-school teacher I caregiver 
was sent a photocopy of written parental consent, and a copy of the 
Preschool Behaviour Checklist (PBCL) and the Hyperactivity Scale (HAS-T). 
Preschool teachers/ caregivers were asked to complete the enclosed 





As outlined in the previous section, children with BCL and/or HAS-P scores 
of eight or more were assigned by the first researcher to the clinic group. 
Children with scores below eight were assigned to the control group. This 
formed a target group of 64 pairs matched on age, sex and centre. However, 
re-analysis by the current researcher revealed errors in the classification of 
children. Results indicated that some of the children identified as controls 
had behavioural scores that were in excess of the cutoff, necessitating a 
rematching of the sample after the subjects had been recruited, with some 
children who had previously been assigned to the control group moved to 
the clinic group. 
Based on children's BCL and HAS-P scores obtained at Time One, 75 
children had scores of eight or more on either the BCL and/ or the HAS-P. 
Only 53 children had scores below eight on both the BCL and HAS-P. A 
rematching of the sample formed a final target group of 53 control children, 
24 female and 29 male, aged 30 to 60 months (M = 45.94 months) matched 
with 53 'problem' children, 24 female and 29 male, aged 30 to 60 months (M 
= 45.30 months). An additional 22 'problem' children (8 female, 14 male) 
were unable to be matched with a 'non-problem' control. 
In addition to classifying the children into problem and non-problem 
groups on the basis of parent ratings, children were also categorised into 
problem and non-problem groups on the basis of information provided by 
the preschool teacher I caregiver and clinician ratings. Children were 
identified by the preschool teacher I caregiver as having behaviour problems 
if they scored twelve or more on the PBCL (Preschool Behaviour Checklist), 
or eight or more on the teacher completed HAS-T (Hyperactivity Scale), or 
the preschool teacher I caregiver endorsed on a forced choice question, the 
presence of significant behavioural difficulties. Children were identified by 
the clinician as having problematic behaviours, if during the parent and 
child clinical interview they were nominated as having significant problem 
behaviours on the basis of clinical judgement. 
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Results at the Screening Stage and Time One 
The results from the Screening Stage and the Time One assessment are 
presented as follow: (1) descriptive statistics ·for the total sample showing 
numbers of children with problem behaviour6 as identified by the three 
informants (parent, teacher7 and clinician); (2) group comparisons between 
parent-identified clinic children and control peers on family 
sociodemographic characteristics, child behaviour and family functioning, 
and, group comparisons between children parent-identified on the BCL only 
and children parent-identified on both the BCL and. HAS-P on child 
behaviour and family assessment measures; (3) group comparisons between 
teacher or clinician identified problem children and their non-identified 
peers on sociodemographic characteristics, child behaviour and family 
assessment measures; (4) group comparisons between children without 
behaviour problems, children with situational behaviour problems and 
children with pervasive behavioural problems on child behaviour and 
family functioning variables; and, (5) relationships between scores on child 
behaviour and family assessment measures. 
(1) Presence of Problem Behaviour: Descriptive Statistics 
(1.1) Presence of Problem Behaviour at the Screening Stage and Time One: 
Parent, Teacher, or Clinician Report 
Details of the number of children identified with behaviour problems by 
parents at the Screening Stage and Time One are presented in Table 2.1. 
Also shown in Table 2.1 are the numbers of children identified with difficult 
behaviours by teacher and clinician ratings. Children with behavioural 
rating scores above the cutoff criteria on the parent or teacher rated 
measures, or who were nominated as having behaviour problems by their 
teacher or the clinician, were placed in the With Problems group. This 
category was further divided into: (a) children who were not identified at 
the Screening Stage, but who were identified at Time One, known as Newly 
6 Problem behaviours are described globally and refer to both extemalising and intemalising 
behaviours, with extemalising behaviours predominating. 
7 For reader convenience, the term preschool teacher/caregiver will henceforth be written as 
teacher. 
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Nominated; and (b) children who were nominated at both the Screening 
Stage and Time One, known as Persisters. Children who were not identified 
at Time One as having problems were placed in the Without Problems 
group, with children who were not identified at either the Screening Stage 
or Time One known as Never Nominated. 
Table 2.1 
Number of children identified with problem behaviours by parent(s) at the 
Screening Stage, and by parent, teacher, or clinician at Time One. 
Screening Time One 
Stage 
(n = 272) (n = 128) 
Behaviour Problems Parent Parent Teacher Clinician 
n (%) n (%) n (%) n (%) 
With Problems 81 29.78 75 58.59 29 22.66 55 42.97 
- Newly Nominated 6 4.69 
- Persisters 69 53.91 
Without Problems 191 70.22 53 41.41 99 77.34 73 57.03 
- Never Nominated 47 36.72 
The data in Table 2.1 show that parents identified more children as having 
behaviour problems than either the teacher or clinician. Teachers identified 
the least number of children as having behaviour problems. 
(1.2) Number of Children Identified with Behaviour Problems According to 
Single or Multiple (Two and Three) Informants 
Many children show behavioural problems that are context-dependent, and 
only manifested in certain situations. However, some children have 
behavioural difficulties that are pervasive across situational contexts, and 
thus identified by more than one informant. To identify the number of 
children showing situational behaviour problems versus those showing 
pervasive behavioural difficulties, the number of children identified as 
having behaviour problems by single or multiple informants, and those 
showing no evidence of problem behaviours were determined. The total 
number and percentage of children identified as having behaviour 
problems according to one, two and three informants, and those showing 
no evidence of problem behaviours, is presented in Table 2.2. 
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Table 2.2 
Number and percentage of children with behaviour problems according to 
one, two and three informants. 
Currently No Identified Identified Identified Total 
Evidence of a By One By Two By Three Number of 
Problem Informant Informants Informants Children 
Time Only with 
Problems 
n (%) n (%) n (%) n (%) n (%) 
One 37 28.91 39 30.47 37 28.91 15 11.72 91 71.09 
As indicated in Table 2.2, 37 (28.91 %) children showed no evidence of 
behaviour difficulties, in that no informant rated them as problematic. A 
further 39 (30.47%) children were identified as having behaviour difficulties 
by one informant only. This included 27 (69.23%) children who were 
identified by their parent, nine (23.08%) children who were identified by the 
clinician, and three (7.69%) children who were identified by their teacher. A 
total of 37 (28.91 %) children were identified as having behaviour problems 
by two informants. Of these children, 26 (70.27%) were identified by both 
parent and clinician, six (16.22%) children were identified by both parent and 
teacher, and five (13.51 %) children were identified by both teacher and 
clinician. A further 15 (11.72%) children were identified as having 
behaviour difficulties by all three informants. 
(2) Group Comparisons: Parent Identified Clinic and Control Groups 
(2.1) Sociodemographic Characteristics: Matched Clinic and Control Groups 
and Total Clinic Sample 
The sociodemographic characteristics for the matched clinic and control 




Family sociodemographics: Children with and without behaviour problems 
as identified by parents. 
Sociodemographics 













- birth father and mother 
- birth mother and stepfather 
- birth mother only 
- birth father only 
- adoptive parents 
- foster parents 
Birth parents relationship 





- Birth mother 
- Adoptive mother 
- Foster mother 
Mean age of Mother 
Mother's education 
- No school certificate 
- School cert. in 2 or 3 subjects 
- Sixth form subjects or UE 
- Uni bursary or scholarship 
- Overseas qualification 
- Post secondary or diploma 
- University degree 
- Other school qualification 
Mother's occupational class 
- SE class 1 
- SE class 2 
- SE class 3 
- SE class 4 
- SE class 5 

















































































































































































































































Table 2.3. Continued. 
Control Clinic Total Clinic Total Sample 
Sociodemographics (n=53) (n=53) (n=75) (n=128) 
n % n % n % n % 
Mother's ethnic group 
' 
I 
- NZ European 50 94.3 50 94.3 70 93.3 120 93.7 
- NZ Maori 
! 
1 1.9 1 1.9 2 2.7 3 2.3 
-Other 2 3.8 2 3.8 ! 3 4.0 5 3.9 ! 
Father's relationship 
I - Birth father 48 90.6 37 69.8 54 72.0 102 79.7 
- Adoptive father 1 1.9 0 0.0 I 0 0.0 1 0.8 - Foster Father I 0 0.0 1 1.9 1 1.3 1 0.8 
- Stepfather I 1 1.9 1 1.9 5 6.7 6 4.7 
-Unknown 3 5.7 14 26.4 15 20.0 18 14.1 
Father's education 
- No school certificate 7 13.2 20 37.7 26 34.7 33 25.8 
- School cert. in 1 + subjects 10 18.9 4 7.5 8 10.7 18 14.1 
- Sixth form subjects or UE 8 15.1 3 5.7 5 6.7 13 10.2 
- Uni bursary or scholarship 1 1.9 0 0.0 0 0.0 1 0.8 
- Overseas qualification 0 0.0 0 0.0 1 1.3 1 0.8 
- Post secondary or diploma 10 18.9 4 7.5 9 12.0 17 13.3 
-University degree 14 26.4 6 11.3 10 13.3 24 18.8 
- Other school qualification 0 0.0 2 3.8 ' 2 2.7 2 1.6 
-Unknown 3 5.7 14 26.4 I 16 21.3 19 14.8 
Father's occupational class I I I - SE class 1 I 7 13 2 I 4 75 7 93 14 10 9 I ! 
- SE class 2 I 8 15.1 1 1.9 1 1.3 9 7.0 - SE class 3 15 28.3 8 15.1 17 22.7 32 25.0 
- SE class 4 10 18.9 8 15.1 10 13.3 20 15.6 
- SE class 5 6 11.3 8 15.1 10 13.3 16 12.5 
- SE class 6 0 0.0 1 1.9 1 1.3 
I 
1 0.8 
- Unemployed I 2 3.8 9 17.0 12 16.0 14 10.9 -Unknown ! 5 9.4 14 26.4 17 22.7 22 17.2 
Father's ethnic group I l I - NZ European 45 84.9 35 66.0 53 70.7 98 76.6 - NZ Maori 
I 
1 1.9 1 1.9 2 2.7 3 2.3 
- Other 4 7.5 3 5.7 4 5.3 I 8 6.3 
-Unknown 3 5.7 14 26.4 16 21.3 19 14.8 
Housing I -House I 50 94.3 48 90.6 70 93.3 112~ 
93.8 
- Flat I 2 3.8 4 7.5 4 5.3 4.7 I 
-Other I 1 1.9 1 1.9 1 1.3 1.6 
Family income 
I - $20,000 or less per year 9 17.0 26 49.1 37 49.3 46 35.9 - $20,000 to $40,000 per year 20 37.7 18 34.0 24 32.0 44 34.4 
- more than $40,000 per year I 24 45.3 9 17.0 14 18.7 38 29.7 
Visual inspection of the data in Table 2.3 indicate the matched clinic sample 
(n = 53) and the total clinic sample (n = 75) are similar across family and 
sociodemographic variables. In view of this, comparisons were only carried 
out between the matched clinic and control groups. 
Page 61 
Chi-square analyses8 were used to identify if responses on the various 
sociodemographic variables were independent of group. Analyses were 
conducted on demographic variables which appeared to differ between the 
matched clinic and control groups. Chi-squar,e analyses were conducted on 
the following sociodemographic variables: living arrangements, current 
relationship of birth parents, maternal and paternal education, paternal 
occupation, and family income. Where appropriate, and based on logical 
groupings, the categories for some of the variables were collapsed for the 
chi-square analyses. When a significant chi-square value was obtained on 
variables with more than two categories, the partitioning procedure 
described by Siegal and Castellan (1988) was used to identify the site of the 
differences in the contingency tables. (see Appendix G), for details on the 
partitioning of the contingency tables). 
Details on the children's living arrangements were collapsed into two 
mutually exclusive categories (two parent and single parent families) for the 
purposes of analysis. The obtained chi square value was significant, 
demonstrating that living arrangements were not independent of group. A 
significantly higher proportion of control children were living in two parent 
families [x 2 (1, N=106) = 11.90, p<.001]. Information on the current 
relationship of the birth parents was also collapsed into two categories: 
parents living together, and parents separated or divorced. A chi-square 
analysis of these data showed that the parents of control children were 
significantly more likely to be living together [x2 (1, N=106) = 12.00, p<.001], 
than the parents of their clinic group peers. 
The nine parental educational categories were collapsed into three 
combined categories: no formal school qualifications, secondary school 
qualifications, and tertiary institute qualifications. Significant chi-squares 
were obtained for both maternal [X2 (2, N=106) = 7.92, p<.01], and paternal 
education [x2 (2, N=99) = 14.46, p<OOl]. Post hoc partitioning showed that the 
mothers of control children were significantly more likely than the mothers 
of children in the clinic group, to have tertiary qualifications [x2 (1, N=106) = 
8 The assumptions of a chi square analysis are that the classification of each item is 
independent of the classification of any other item, and that the expected frequency should 
be 'large'. This latter assumption is often taken to mean that no more than 20 percent of the 
cells should have an expected frequency less than 5, and no cell should have an expected 
frequency of 0 (Siegal & Castellan, 1988). However, Manly (1992) states that "this rule can 
be relaxed provided that the average expected frequency is greater than 2 for a test at the 5 
percent level and greater than 4 for a test at the 1 percent level" (p.238). 
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7.87, p<.01]. The fathers of children in the control group, compared to 
fathers of children in the clinic group, were significantly more likely to have 
secondary [X2 (1, N=99) = 9.82, p<.01], or tertiary [x2 (1, N=99) = 4.63, p<.01] 
qualifications. 
Parents occupational classes were collapsed into four categories: (a) 
unknown/unemployed/ student; (b) unskilled/ semi-skilled work; (c) 
skilled I clerical or highly skilled work; and (d) lower professional or 
administrative work/higher professional or administrative work. A 
significant chi-square was obtained for paternal occupational class, 
indicating that the groups differed on this variable [X2 (3, N=106) = 16.11, 
p<.001]. Post hoc partitioning showed that the fathers of control children, 
compared to the fathers of children from clinic families were significantly 
more likely to be employed in skilled/ clerical or highly skilled work, [X2 (1, 
N=106) = 7.17, p<.01], or professional or administrative work, [x2 (1, N=106) = 
7.82, p<.01]. The groups did not differ significantly on maternal 
occupational class, indicating that maternal occupation was independent of 
group for the current sample. Family income level differed significantly 
across the two groups [X2 (2, N=105) = 16.44, p<.001]. Compared to clinic 
families, control families were significantly more likely to have incomes 
between $20,000 and $40,000 [X2 (1, N=105) = 6.08, p<.Ol], or above $40,000, [x2 
(1, N=106) =10.36, p<.Ol]. 
The results show that fewer clinic children than expected by chance lived in 
two parent families, with the birth parents of clinic children more .likely to 
have separated. Compared to clinic children, the mothers and fathers of 
control children were more likely to have higher academic qualifications, 
the fathers were employed in higher occupational classes, with higher 
family incomes. 
(2.2) Child Behaviour and Family Functioning Characteristics: Clinic and 
Control Groups 
In the following section, the results of group comparisons between the 
matched clinic and control groups on the child behaviour and family 
assessment measures are presented. In addition, the results from 
comparisons between the total clinic sample and the control group on these 
same measures are briefly presented. 
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Maternal ratings on the child behaviour and family assessment measures, 
and Teacher and Clinician ratings on the child behaviour measures were 
examined for group and gender differences, using 2 (clinic, control) x 2 
(gender) analyses-of-variance (ANOVA). Prior to the ANOVA being 
conducted, the Examine procedure from SPSS was used to test for normality 
of distribution in the data. The data was sufficiently well distributed to 
enable the analyses to be conducted. Since these analyses did not yield 
significant gender or gender by group interactions, the data were collapsed 
across gender and examined using a series of independent t-tests (Campbell, 
1987). To minimise the occurrence of Type I errors, only differences 
significant at a = .01 or better were considered reliable for these and all 
further analyses. However, where a = .05 was obtained, the results are 
presented in the text for completeness. For both groups the mean scores, 
standard deviations and t values for the child behaviour and family 











Measure M (SD) M (SD) 
Parent Completed Child Behaviour Measures 
BCL 4.30 2.65 10.24 3.96 











3.21 3.11 9.17 3.99 8.58 .001 
.70 1.26 2.28 2.66 3.92 .001 






Parent Completed Family Assessment Measures 
. 90 1.23 1.58 1.63 
109.51 16.11 123.30 17.78 
2.47 3.42 3.60 4.84 
Clinician Completed Child Behaviour Measures 
6.57 5.80 11.55 7.31 
1.66 2.35 4.34 3.71 
Teacher Completed Questionnaires 
PBCL 5.58 3.48 7.81 5.51 








Note. Children were assigned to the groups on the basis of their scores on the 
parent completed BCL (Behaviour Checklist) and/or HAS-P (Hyperactivity 
Scale). These two measures are included in the analyses to assess if the group 
means on these two measures are statistically different. 
Parent Rated Child Behaviour Measures 
As the BCL and the HAS-P scores were used to assign subjects to groups, it 
was expected the two groups would differ significantly on these measures. 
On the BCL, the children in the clinic group obtained significantly higher 
mean scores than children in the control group (t[104]=10.61, p<.OOl). The 
parents of clinic children either endorsed more behavioural items, or they 
rated the behavioural items they endorsed at the more severe end of the 
scale. Clinic children, compared to control children, also had significantly 
higher mean scores on the HAS-P (t[104]=5.23, p<.OOl). 
On the parent completed BSQ and PBDS, clinic children's mean scores were 
significantly higher than those obtained by children in the control group: 
BSQ (t[104]=8.58, p<.OOl) and PBDS (t[104]=3.92, p<.OOl). 
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Parental ratings of children's social competence (PSBI), indicated that 
children in the clinic group had significantly lower mean social competence 
scores than their control peers (t[104]=4.68, p<.OOl). The parents of children 
in the clinic group rated their children as less socially competent than the 
parents of children in the control group. 
Parent Rated Family Assessment Measures 
The families of clinic children obtained significantly higher mean scores on 
the FAD, a measure of family functioning, than the families of children in 
the control group. Mothers of clinic children either identified more areas of 
family functioning as problematic, or rated the areas that were problematic 
more severely. There was a trend for the families of children in the clinic 
group to have experienced more recent life stressors, than the families of 
control children (t[104]=2.42, p>.02). Maternal ratings of mental health on 
the GHQ were not significantly different, indicating that the mental health 
of mothers in the two groups did not differ (t[104]=1.39, p>.l). 
Teacher Rated Child Behaviour Measures 
The current preschool teacher or caregiver of each child completed two 
behavioural questionnaires, one to assess general areas of behaviour (PBCL), 
and the other to assess for the presence of attention-deficit/hyperactivity 
behaviours. Children in the clinic group obtained significantly higher mean 
scores on the PBCL than children in the control group (t[l04]=2.49, p<.Ol). 
There was a tendency for children in the clinic group to have higher mean 
scores on the teacher rated HAS-T than children in the control group 
(t[104]=2.17, p>.03). 
Clinician Rated Child Behaviour Measures 
Two measures, the PBCS and the BPS, providing a clinical judgement of 
each child's behavioural functioning were completed by the clinical 
interviewer. Clinic children, compared to their control peers, obtained a 
significantly higher mean behaviour scores on both the PBCS (t[104]=3.89, 
p<.OOl) and the BPS (t[104]=4.44, p<.OOl). 
Page 66 
-- ~, 
In addition to comparing the matched clinic and control groups, the above 
analyses were conducted using the entire sample of 128 children. These 
analyses revealed a very similar pattern of finqings to those described for the 
matched clinic and control group. For completeness, the mean scores, 
standard deviations and t-values on the child behaviour and family 
assessment measures, for the total clinic sample and the control group, are 
presented in tabular form in Appendix H. 
(2.3) Child Behaviour and Family Functioning Characteristics: Children 
Identified on the BCL only and Children Identified on the BCL and HAS-P 
Children in the clinic group could be identified as having behaviour 
problems by their parents on more than one measure. Children who scored 
above the cutoff criteria on both the BCL and the HAS-P (n = 27) were 
compared with children who scored above the cutoff criteria on the BCL 
only (n = 51), on the measured child behaviour and family functioning 
variables. The mean scores, standard deviations, and t-test results for the 
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Table 2.5 
Mean scores for children parent identified on the BCL only and children 
parent identified on the BCL and HAS-P on the child behaviour and family 
assessment measures. 
3+ on BCL only 3+ on HAS-P and BCL 
n=51 n=27 
Assessment M SD M SD t p 
Measure 
Parent Completed Child and Family Assessment Measures 
BCL 9.86 3.42 11.55 4.95 1.77 .080 
HAS-P 4.72 2.39 8.52 2.08 7.02 .001 
SLEQ 1.55 1.68 1.41 1.53 .37 .720 
FAD 121.31 18.22 122.11 19.52 .18 .860 
GHQ 3.04 3.84 5.18 6.03 1.92 .060 
Measures Completed During the Clinical Interview 
BSQ 7.70 3.72 9.15 4.86 1.46 .150 
PBDS 1.74 2.06 2.37 2.91 1.10 .270 
PSBI 18.19 5.22 16.70 1.12 1.15 .250 
Clinician Completed Questionnaires 
PBCS 10.23 7.21 10.18 7.41 .03 .980 
BPS 3.53 3.67 3.92 3.78 .45 .650 
Teacher Completed Questionnaires 
PBCL 6.69 4.49 9.04 5.88 1.97 .050 
HAS-T 1.39 2.00 3.48 4.08 3.11 .003 
On the majority of child behaviour and family assessment measures, the 
mean scores of children parent identified on the BCL only did not differ 
from the mean scores of children parent identified on both the BCL and 
HAS-P. As both the BCL and the HAS-P were the measures used to group 
the children, it was expected that children who scored above the cutoff 
criteria on both the BCL and HAS-P would have significantly higher HAS-P 
scores than children who scored above the BCL cutoff criteria only, and this 
was confirmed (t[76]=7.02, p<.OOl). 
On the HAS-T, children who scored above the cutoff criteria on both the 
parent rated BCL and HAS-P obtained significantly higher mean scores on 
the teacher rated HAS-T, than children who scored above the BCL cutoff 
criteria only (t[76]=3.11, p<.003). This result suggests that these children 
displayed attention-deficit/hyperactivity behaviours that were identified 
across situational contexts by a different informant. 
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(3) Problem and Non-Problem Children as Identified by Teachers and 
Clinician 
(3.1) Sociodemographic Characteristics: Children With and Without 
Behaviour Problems as Identified by Teachers and Clinician 
As outlined in section two, children identified as having problems on the 
basis of parent ratings differed from their control peers on a range of 
demographic factors. Children could also be identified as showing problem 
behaviours on the basis of teacher or clinician ratings. The measured 
sociodemographic characteristics of these groups were examined to establish 
if the teacher-identified and clinician-identified problem groups differed 
from their non-identified peers on the same demographic factors as the 
parent-identified clinic group. The family demographics for each group are 





Family sociodemographics: Children with and without problems as 
identified by teachers and clinician. 
Sociodemographics 













- birth father and mother 
- birth mother and stepfather 
-birth mother only 
- birth father only 
- adoptive parents 
- foster parents 





I Mother s relatwnsh1p 
- Birth mother 
- Adoptive mother 
-Foster mother 
Mean age of Mother 
Mother's education 
- No school certificate 
-School cert. in 2 or 3 subj. 
- Sixth form subj. or UE 
- Uni bursary or scholarship 
- Overseas qualifications 
- Post secondary diploma 
- University degree 
- Other school qualification 
Other Teacher I 
1 identified . 
I (n=29) i (n=99) 
I n % I n % 
I j l 
j 10 34.5 !20 20.2 
15 51.7 i 48 48.5 
' 2 6.9 121 21.2 I 2 6.9 9.1 I ; 9 
1 0 0.0 1 1 1.0 
14 48.3 47 47.5 
11 37.9 32 32.3 
3 10.3 16 16.2 
1 3.4 3 3.0 
0 0.0 1 1.0 
i 
17 58.6 77 77.8 
3 10.3 5 5.1 
9 31.0 14 14.1 
0 0.0 1 1.0 
0 0.0 1 1.0 
0 0.0 1 1.0 
17 58.6 78 78.8 
7 24.1 11 11.1 
4 13.8 2 2.0 




! (n=55) l (n=73) 
. n % I n % 
! l ! 12 21.8 18 24.7 
j33 60.0 30 41.1 
! 7 12.7 16 21.9 
~ 3 5.5 8 11.0 ! 
l 0 0.0 1 1.4 
26 47.3 !35 ! 47.9 
20 36.4 123 31.5 
7 12.7 112 16.4 
2 3.6 ; 2 2.7 
0 0.0 1 1.4 
34 61.8 60 82.2 
5 9.1 3 4.1 
15 27.3 8 11.0 
0 0.0 I 1 1.8 
0 0.0 1 1.8 
1 1.8 0 0.0 
! 
135 63.6 60 82.2 
!12 21.8 6 8.2 









98.9 i 54 
10 l 0 
98.1 In 




1 3.4 0 0.0 1 1.8 0 0.0 
31.62 i 32.84 32.06 {32.94 
sd5.52 'sd5.57 sd5.72 ! sd5.49 
l 
' 7 24.1 25 25.2 14 25.5 I 18 24.6 
10 34.5 15 15.2 14 25.5 In 15.1 
5 17.2 15 15.2 7 12.7 113 17.8 
1 3.4 0 0.0 1 1.8 i 0 0.0 
0 0.0 2 2.0 1 1.8 I 1 1.4 
1 
4 13.8 21 21.2 12 21.8 l13 17.8 
2 6.9 16 16.2 5 9.1 113 17.8 




























































Table 2.6. Continued. 
Sociodemographics 




(n=29) (n=99) (n=55) (n=73) (n=128) 
I n % n % I n % I n % n % 
Mother's occupational class I l · I 
- SE class 1 1 1 3.4 ! 2 2.0 I 1 1.8 2 2.7 3 2.3 
- SE class 2 ! 1 3.4 ,. 3 3.0 11 2 3.6 2 2.7 4 3.1 
- SE class 3 I 2 6.9 13 13.1 3 5.5 12 16.4 !15 11.7 
- SE class 4 1
1 
1 3.4 j 6 6.1 I 4 7.3 3 4.1 I 7 5.5 
- SE class 5 3 10.3 1 7 7.1 I 4 7.3 6 8.2 !10 7.8 
! 1 
- SE class 6 1 2 6.9 1 2 2.0 l 2 3.6 2 2.7 4 3.1 
-Home maker i 18 62.1 
1
1 64 64.6 
1 
38 69.1 44 63.1 82 64.1 
-UnemE~l~oy~e~d~----------~~·~1~~3~.4~-2~~2~·~0-+~1~~1~.8~~2--~0.~0-+~3~~2~.3~ 
Mother's ethnic group I 
- NZ European I 27 
- NZ Maori ! 0 
1 
93.1 !' 93 
0.0 3 
6.9 ! 3 - Other I 2 
Father's relationship ~-
- Birth father 1 20 69.0 82 
0.0 1 
1 
- Adoptive father i 0 
- Foster Father I 1 3.4 0 
- Stepfather 1 3.4 5 
-Unknown 7 24.1 11 
Father's education 
- No school certificate 
- School cert. in 1 + subjects 
- Sixth form subjects or UE 
- Uni bursary or scholarship 
- Overseas qualification 
- Post secondary or diploma 
- University degree 
- Other school qualification 
-Unknown 
Father's occupational class 
- SE class 1 
- SE class 2 
- SE class 3 
- SE class 4 
- SE class 5 
- SE class 6 
- Unemployed 
-Unknown 
Father's ethnic group 
- NZ European 








- $20,000 or less per year 
- $20,000 to $40,000 per year 
-more than $40,000 per year 
7 24.1 26 
5 17.2 13 
5 17.2 8 
0 0.0 1 
0 0.0 1 
3 10.3 14 
1 3.4 23 
1 3.4 1 













































93.9 55 100.0 
3.0 0 0.0 












26.3 J15 27.3 
13.1 I 7 12.7 
1 
8.1 1 3 s.s 
1.0 l 0 0.0 
' 1.0 0 0.0 
14.1 6 10.9 
23.2 9 16.4 
1.0 1 1.8 












































































89.0 ' 120 93.7 
1 4.1 I 3 2.3 















































































For both the teacher identified and clinician identified groups (ie., children 
with behaviour problems and those without behaviour problems), chi 
square analyses were carried out to compare the groups on the demographic 
variables that were previously shown to distinguish between the parent· 
identified groups. The results of these analyses are presented in summary 
form. The collapsing of the categories of the sociodemographic variables, 
and the post hoc partitioning to identify the site of differences was 
conducted in the same way as for the parent identified groups (see Appendix 
G). 
(3.1.1) Teacher Identified Groups: Children With and Without Behaviour 
Problems 
Children identified by their teachers as showing problem behaviour (n = 29; 
M = 44.17 months, SD = 9.02 months) differed significantly from their non-
identified peers (n = 99; M = 45.40 months, SD = 7.87 months) on the 
following sociodemographic variables: current relationship of birth parents, 
paternal education, paternal occupation, and family income. 
Birth parents of children identified by their teachers as having problem 
behaviours, were significantly more likely to be separated or divorced [X2 (1, 
N=128) = 8.53, p<.01] than the birth parents of children not identified by 
their teacher. The two groups were also found to differ significantly on 
paternal education [X2 (2, N=109) = 6.10, p<.05]. Post hoc partitioning showed 
that the fathers of teacher identified problem children were less likely to 
have a tertiary education than the fathers of children not identified as 
having problems [X2 (1, N=109) = 4.82, p<.05]. The paternal occupation of 
teacher identified problem children differed significantly from the paternal 
occupation of children who were not teacher identified [X2 (3, N=128) = 10.47, 
p<.01]. Partitioning indicated that the fathers of teacher identified problem 
children were less likely to be employed in higher status occupational classes 
such as lower professional or administrative work/higher professional or 
administrative work than the fathers of children who were not identified as 
having problem behaviour [X2 (1, N=128) = 10.36, p<.01]. Finally the two 
groups differed significantly on family income [X2 (2, N=126) = 8.05, p<.01]. 
Post hoc partitioning showed that the family income of teacher identified 
problem children was significantly more likely to be below $40,000 [X2 (1, 
N=126) = 7.02, p<.01] than the family income of their non-identified peers. 
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Teacher identified problem children shared similar family 
sociodemographic characteristics as problem children grouped according to 
parent identification. More teacher-identified children than would be 
expected by chance have birth parents who are separated or divorced. The 
fathers of teacher identified problem child are more likely to have fewer 
academic qualifications, to be employed in lower status occupational classes, 
and have family incomes below $40,000. 
(3.1.2) Clinician Identified Groups: Children With and Without Behaviour 
Problems 
Children identified by the clinician as having problem behaviours (n = 55; 
M = 45.65 months, SD = 8.13 months) differed significantly from children 
not identified as having difficult behaviours (n = 73; M = 44.73 months, SD = 
8.14 months) on the following sociodemographic variables: current 
relationship of birth parents, paternal occupation and family income. 
The birth parents of clinician identified problem children compared to their 
non-identified peers were more likely to be separated or divorced [X2 (1, 
N=128)= 6.85, p<.01]. Paternal occupational class of clinician identified 
problem children, differed significantly from the paternal occupational class 
of their comparison peers [X2 (3, N=128) = 9.58, p<.01]. Post hoc partitioning 
indicated that the fathers of clinician identified children were significantly 
more likely to be unemployed or in lower status occupations [X2 (1, N=128) = 
7.72, p<.01] than the fathers of children not identified as showing problem 
behaviours. Finally, the families of clinician identified problem children 
differed from the families of their non-identified peers on income [X2 (2, 
N=126) = 7.27, p<.01]. Post hoc partitioning showed that the families of 
clinician identified children were significantly more likely to have incomes 
below $20,000, [X 2 (1, N=126)= 5.61, p<.01] than the families of children 
without problem behaviour. 
These results demonstrate that problem children grouped according to 
clinician identification differ from their non-identified peers on a similar 
constellation of demographic factors as the teacher-identified and parent-
identified problem groups. Clinician identified problem children are more 




parents, to have fathers employed in lower status occupational classes, and 
to have lower family income. 
(3.2) Child and Family Functioning Characteristics: Children With and 
Without Behaviour Problems as Identified by Teachers and Clinician 
(3.2.1) Child and Family Functioning Characteristics: Children With and 
Without Behaviour Problems as Identified by Teachers 
The child and family characteristics of children identified by their teacher as 
showing problem behaviour, compared to those children not identified as 
having problems were determined. First, maternal ratings on the child 
behaviour and family assessment measures, and teacher and clinician 
ratings on the child behaviour measures were examined for group and sex 
differences using 2 (teacher identified, not identified by teacher) x 2 (gender) 
ANOV A. As these analyses did not yield any significant main effects of 
gender or gender by group interactions, the data were collapsed across 
gender and examined using a series of independent t-tests. The mean 
scores, standard deviations and t values on the child behaviour and family 
assessment measures, for the two groups, are presented in Table 2.7. 
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Table 2.7 
Mean scores for the teacher identified problem and non-problem groups of 
children on the child behaviour and family assessment measures. 
Without Behaviour; With Behaviour 
Problems Problems 
(n = 99) (n = 29) 
Assessment 
Measures M (SD) M (SD) t E 
Parent Completed Child and Family Measures 
BCL 7.74 4.74 8.86 4.62 1.13 .260 
HAS-P 4.68 2.90 6.27 3.16 2.56 .010 
SLEQ 1.18 1.43 1.55 1.66 1.18 .240 
FAD 114.98 18.49 124.03 17.19 2.35 .020 
GHQ 3.26 4.43 2.79 3.98 .51 .610 
Measures Completed During the Clinical Interview 
BSQ 5.98 4.40 7.24 4.92 1.32 .190 
PBDS 1.33 2.13 1.96 2.03 1.42 .160 
PSBI 19.65 5.02 17.48 6.00 1.95 .050 
Clinician Completed Questionnaires 
PBCS 8.28 6.70 10.86 7.57 1.77 .080 
BPS 2.50 3.12 4.52 3.77 2.91 .004 
Teacher Completed Questionnaires 
PBCL 4.86 2.64 13.62 3.91 13.94 .001 
HAS-T .88 1.41 5.38 3.71 9.92 .001 
Note. Children were assigned to the groups on the basis of their scores on the teacher 
completed PBCL (Preschool Behaviour Checklist) and/ or HAS-T (Hyperactivity 
Scale), or on being nominated as problematic by the teacher on a forced choice 
question. The PBCL and the HAS-T are included in the analyses to assess if the 
group means on these two measures are statistically different. 
Children identified by the teacher as having behaviour problems obtained 
significantly higher mean scores on the PBCL (t[126]=2.91, p<.OOl) and the 
HAS-T (t[126]=9.92, p<.OOl) compared to children who were identified as 
showing no evidence of problem behaviour. Given that the PBCL and the 
HAS-T were used to assign the children to the problem and non-problem 
categories, differences between the two groups on these measures are not 
surprising. 
Teacher identified problem children, compared to non-identified peers, 
were rated by their parents as showing significantly more attention-
deficit/hyperactivity behaviours on the HAS-P (t[126]=2.56, p<.Ol). In 
addition, there was a trend for parents of teacher identified problem 
children to rate their children as less socially competent than the parents of 
their non-identified peers on the PSBI, a measure of social competency 
(t[126]=1.96, p<.05). There was also a trend for the parents of teacher 
identified problem children to endorse more problem areas in family 
Page 75 
functioning on the FAD, than the parents of children identified as not 
having problems (t[126]=2.35, p<.05). 
Finally, teacher identified problem children had higher mean scores than 
their non-identified peers on the clinician rated BPS, a measure of children's 
behaviour during the ten minute free play interval (t[126]=2.91, p<.004). 
(3.2.1) Child and Family Functioning Characteristics: Children With and 
Without Behaviour Problems as Identified by Clinician 
Children identified by the clinician as having problem behaviour (n =55; M 
= 45.65 months, SD = 8.13 months) were compared with children not 
identified as having difficult behaviours (n = 73; M = 44.73 months, SD = 
8.14 months), on the child and family assessment measures. First, maternal 
ratings on the child behaviour and family functioning measures, and 
teacher and clinician ratings on the child behaviour measures were 
examined for group and gender differences using 2 (clinician identified, not 
identified by clinician) x 2 (gender) ANOVA. As these analyses did not yield 
any significant main effects of gender or gender by group interactions, the 
data were collapsed across sex and examined using a series of independent t-
tests. The mean scores, standard deviations and t values on the child 
behaviour and family assessment measures for the two groups are presented 




Mean scores for the clinician identified problem and non-problem groups of 
children on the child behaviour and family assessment measures. 
Without Behaviour With Behaviour 
Problems Problems 
(n= 73) (n =55) 
Assessment 
Measure M (SD) M (SD) t E 
Parent Completed Child and Family Measures 
BCL 6.36 3.06 10.09 5.60 4.80 .001 
HAS-P 4.50 2.74. 5.73 3.26 2.32 .02 
SLEQ 1.15 1.36 1.41 1.64 .97 .33 
FAD 111.80 15.78 123.70 19.73 3.77 .001 
GHQ 2.50 3.53 4.00 5.08 1.97 .05 
Measures Completed During the Clinical Interview 
BSQ 4.28 2.91 8.82 4.97 6.47 .001 
PBDS .71 1.34 2.46 2.50 5.10 .001 
PSBI 21.32 3.13 16.37 6.21 5.87 .001 
Clinician Completed Questionnaires 
PBCS 4.74 3.10 14.18 6.95 10.30 .001 
BPS .99 1.49 5.50 3.42 10.05 .001 
Teacher Completed Questionnaires 
PBCL 5.47 3.65 8.62 5.35 3.96 .001 
HAS-T 1.04 1.59 3.02 3.64 4.13 .001 
Children in the clinician identified problem group obtained significantly 
higher mean behaviour scores on both the PBCS (t[126]=10.30, p<.001) and 
the BPS (t[126]=10.05, p<.001) compared to children with no evidence of 
problem behaviours. As gr.oup assignment was made on the basis of clinical 
assessment of problems, it is not surprising the two groups differ 
significantly on these behavioural assessment measures. 
Children identified by the clinician as having behaviour problems obtained 
significantly higher mean behaviour scores on the parent rated BCL, than 
their non-identified peers (t[126]=4.80, p<.001). While there was a trend for 
the children with behaviour problems to have more attention 
deficit/hyperactive symptoms on the parent rated HAS-P, the difference in 
mean scores between the two groups was not significant (t[126]=2.32, p<.05). 
Compared to children without behaviour problems, the children with 
problems had significantly higher mean scores on both the BSQ (t[126]=6.47, 
p<.001) and the PBDS (t[126]=5.10, p<.001). Significant differences were also 
found between the two groups on the parent rated PSBI, assessing social 
competence. Clinician identified children obtained significantly lower 




Compared to their non-problem peers, the families of clinician identified 
children, had significantly higher mean scores on the FAD (t[126]=3.77, 
p<.OOl). There was also a trend for mothers, of problem children to score 
higher on the GHQ (t[126]=1.97, p<.OS), indicating a higher rate of mental ill-
health among the mother of problem children. 
Finally, children in the clinician identified problem group had significantly 
higher mean scores on both the teacher rated PBCL (t[126]=3.96, p<.OOl) and 
the teacher rated HAS-T (t[126]=4.13, p<.OOl) relative to their non-problem 
peers. 
(4) Pervasiveness of Problem Behaviour 
The average mean scores for groups of children identified by zero, one, two 
or all three informants on the child behaviour measures rated by parent, 
teacher or clinician were compared and are presented in Table 2.9. 
Table 2.9 
Mean scores on behavioural measures for children identified by zero, one, 






Evidence of a 
Problem 













Identified By Identified By 
Two Informants Three 
Informants 
(n = 37) (n = 15) 
M (SD) M (SD) 
10.62 5.11 11.60 4.29 
7.40 4.56 15.00 3.59 
12.01 7.63 15.80 7.95 
Note. Means scores across measures should not be compared as the three measures were not 
scored in an identical manner. In addition, not all children in the two informant category 
scored above the cutoff for each measure. Therefore, the mean score for each measure will 
depend upon whether or not the child scored above the cutoff score on that measure. 
These results suggest that pervasiveness of problem behaviours might also 
be related to increasing severity of behaviour difficulties according to parent, 
teacher or clinician report. Children who have recognisable behaviour 
problems across several different situational contexts tend to have an 
increasing degree of behavioural disturbance, as indicated by increasingly 
higher mean scores. 
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The total sample of children was divided into three groups to examine the 
relationship between problem pervasiveness, child behaviour and family 
functioning in greater detail. The following three groups were formed. 
Children who were not identified as having behavioural difficulties by any 
of the informants (No Evidence). Children with situational problems, 
identified by one of the three informants (Situational). Children with 
problems across multiple contexts identified by either two or three 
informants (Pervasive). Child behaviour and family assessment measures 
were examined for group differences using a series of one-way ANOV A. As 
several ANOVA were conducted, thus increasing the chance of Type I errors 
occurring, a more conservative level of a =.01 was accepted. However, 
where a =.05 was obtained, it is presented in the text for the reader's 
information. Post hoc Scheffe tests9 (p < .05) were also conducted to detect 
which groups differ when a significant main effect of group was obtained. 
Mean scores, standard deviations and F values are presented in Table 2.10. 
9 Scheffe tests are considered to be a conservative method for determining differences between 






Mean scores for the no evidence, situational and pervasive groups of 
children on the child behaviour and family assessment measures. 
Currently No Situational .Pervasive 
Measure Evidence of Problems Problems F p 
Problems 
(n = 37) (n =39) (n =52) 
M (SD) M (SD) M (SD) 
Parent completed child behaviour measures 
BCL 4.75 3.07 7.17 3.35 10.90 4.87 27.02 .0001 
HAS-P 3.19 2.04 4.89 2.93 6.46 2.98 15.6 .0001 
BSQ 3.73 3.33 4.53 2.78 9.36 4.55 30.44 .0001 
PBDS .62 1.47 .91 1.49 2.46 2.49 11.36 .0001 
PSBI 21.81 4.16 20.58 3.14 16.19 5.92 17.87 .0001 
Clinician completed child behaviour measures 
PBCS 4.48 3.31 7.17 4.97 13.25 7.65 26.29 .0001 
BPS (free) .84 1.25 1.82 2.18 5.33 3.69 34.02 .0001 
Teacher completed child behaviour measures 
PBCL 4.86 2.78 5.08 5.02 9.60 5.50 19.01 .0001 
HAS-T .70 1.41 1.17 1.63 3.31 3.65 12.90 .0001 
Parent completed family functioning measures 
GHQ 2.84 3.46 2.56 3.80 3.82 5.14 1.09 .34 
FAD 108.84 15.66 114.89 15.63 124.46 19.74 9.08 .0002 
SLEQ .94 1.17 .97 1.32 1.71 1.69 4.13 .02 
Parent Rated Child Behaviour Measures 
A significant effect of Group was obtained for the BCL comparison [F (2, 125) 
= 27.02, p <.0001]. Examination of the post hoc Scheff€ tests indicated that 
children in the No Evidence group obtained significantly lower mean scores 
than children in either the Situational or Pervasive groups. In addition,· 
children in the Situational group had significantly lower mean scores than 
children in the Pervasive group. The presence of attention-
deficit/hyperactivity behaviours identified with the HAS-P also showed a 
significant effect of Group [F (2, 125) = 7.015.634, p <.0001]. The post hoc 
Scheff€ tests showed that children in the No Evidence group obtained 
significantly lower mean scores than children in both the Situational and 
Pervasive groups. Children in the Situational group also had significantly 
lower mean scores than children in the Pervasive group. The mean 
behaviour scores for the three groups differed significantly on the BSQ [F (2, 
125) = 30.44, p <.0001]. The post hoc tests showed that children in the 
Pervasive group had significantly higher mean scores than children in both 
the No Evidence and Situational groups. A significant main effect of Group 
was obtained on the PBDS [F (2, 125) = 11.36, p <.0001]. Children in both the 
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No Evidence and Situational groups had significantly lower scores than 
children in the Pervasive group. 
The mean scores for children in the three groups differed significantly on 
the PSBI, which measures social competency [F (2, 125) = 17.87, p <.0001]. 
Post hoc Scheffe tests indicated that children in the Pervasive group had 
significantly lower mean scores than children in the No Evidence group 
and children in the Situational group. 
Parent Rated Family Assessment Measures 
A significant main effect of Group was obtained on the FAD, which 
measures family functioning [F (2, 125) = 9.08, p <.0002]. Parents of children 
in the Pervasive group had significantly higher mean scores than parents of 
children in the Situational and No Evidence groups. While there was 
evidence of a difference between the three groups on the SLEQ, which 
measures life event stressors, the effect was not significant [F (2, 125) = 4.13, p 
<.02]. No significant effect of group was obtained with the GHQ, which 
measures maternal mental health [F (2, 125) = 1.09, p >.34]. 
Teacher Rated Child Behaviour Measures 
There was a significant difference in mean scores for the three groups on the 
teacher rated PBCL [F (2, 125) = 19.01, p <.0001] and the HAS-T [F (2, 125) = 
12.90, p <.0001]. On both measures, children in the Pervasive group had 
significantly higher mean scores than children in the No Evidence group 
and children in the Situational group. 
Clinician Rated Child Behaviour Measures 
A significant effect of Group was found with the PBCS, designed to measure 
behavioural functioning [F (2, 125) = 726.29, p <.0001]. Children in the 
Pervasive group had significantly higher mean behaviour scores than 
children in the Situational and No Evidence groups. There was also a 
significant effect of group on the BPS, rated using the children's behaviours 
during the free play interval [F (2, 125) = 34.02, p <.0001]. Children in the 
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Pervasive group had significantly higher mean scores than either the 
Situational or No Evidence groups. 
(5) Association Between Child Behaviour Measures and Family Assessment 
Measures 
Using the total sample, the degree of linear association between the various 
child behaviour measures and the family assessment measures was assessed 
with two-tailed Pearson product-moment correlations. Scatterplots were 
first drawn to check that the relationship between the two variables was in 
fact linear. As several correlations were carried out, a conservative alpha 
level of a = .01 was chosen to decrease the likelihood of Type I errors. 
To investigate the degree of association between parent rated child 
behaviour measures and parent rated family measures, the BCL was 
correlated with the three family assessment measures. The SLEQ, a 
measure of family stress, the GHQ, a measure of maternal mental health, 
and the FAD, a measure of family functioning. Correlations between these 
measures are presented in Table 2.11. 
Table 2.11 
Correlations between scores on the parent rated BCL and scores on the 
parent rated family assessment measures. 
Child Behaviour Measures 
BCL 
* p ~ .05 





.23** .31 ** 
Small but significant correlations were obtained between the BCL and the 
family assessment measures: the SLEQ (r = .20, p :5 .01), the GHQ (r = .23, p :5 
.01), and the FAD (r = .31, p :5 .01). 
To determine the strength of association between scores on the child 
behaviour measures completed by different informants, additional 
correlations were conducted to assess the degree of linear association 
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between the parent, teacher and clinician completed child behaviour 
measures. Correlations between these measures are presented in Table 2.12. 
Table 2.12 








Parent Rated Measures 
HAS-P BSQ 
.47** .81 ** 
.16 .45** 
.18* .19* 
* p::;; .OS 



















Inspection of the within informant correlations showed that the BCL, which 
measures children's general behaviour, was moderately correlated with the 
HAS-P, which measures attention-deficit/hyperactivity behaviours (r = .47, 
p ::;; .01). As the correlation is positive, this suggests that children's scores on 
the BCL tend to increase as their scores on the HAS-P increase. A strong 
linear association was found between the BCL and the BSQ (r = .81, p ::;; .01). 
Increases in children's scores on the BCL are strongly related to increases in 
their scores on the BSQ. The BCL was also moderately correlated with the 
PBDS (r = .58, p ::;; .01). Children's ratings on the BCL increase in a similar 
way as their ratings on the PBDS increase. Strong linear associations were 
also obtained between the two clinician rated child behaviour measures, the 
BPS and the PBCS (r = .77, p ::;; .01), indicating that children's scores on the 
BPS increased in a similar fashion as their scores on the PBCS. In addition, 
the teacher rated PBCL was also strongly correlated with the teacher rated 
HAS-T (r = .63, p ::;; .01), a measure of attention-deficit/hyperactivity 
symptoms. Children's scores on the PBCL increased as their scores on the 
HAS-T increased. 
Inspection of the cross informant correlations showed that moderate, but 
significant correlations were found between the parent rated BCL and the 
two clinician rated measures: the PBCS (r = .42, p ::;; .01) and the BPS (r = .35, 
p ::;; .01). The parent rated BCL was also significantly positively correlated 
with the teacher rated PBCL (r = .47, p ::;; .01). In addition, a small but 
significant linear association was found between the clinician rated BPS, and 
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the two teacher rated child behaviour measures, the PBCL (r = .33, p :::; .01) 
and the HAS-T (r = .23, p :::; .01). 
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Discussion for the Screening Stage and Time One 
At the Screening Stage, using the original community sample of 272 
children, three in ten children were identified ·by parents as having problem 
behaviours. Within the literature, prevalence rates of problem behaviours 
as rated by parents ranged from 11% to 23% (Comely & Bromet, 1986; Earls, 
1980; Jenkins et al., 1980; Stallard, 1993). The prevalence rate for the total 
community sample appears consistent with these prevalence rates obtained 
from both selected and community samples of preschoolers. The obtained 
prevalence rate confirms that behaviour problems during the preschool 
years are common. 
The rates of behavioural problems at Time One were much higher than at 
the Screening Stage as over half the children had been selected to continue 
participating in the study on the basis of parent identification of problematic 
behaviours. Therefore, it was expected there would be higher rates of 
reported problem behaviours at Time One, irrespective of informant. The 
number of children identified with behaviour problems at Time One 
differed across informant. From the total sample of 128 children at Time 
One, six out of ten children were parent identified as having problem 
behaviours, compared with two in ten children identified by the teacher, 
and four in ten children identified by the clinician. The prevalence rates of 
teacher reported behavioural difficulties is comparable to teacher identified 
rates reported in the literature.· Using selected and community samples, 
teacher reported prevalence rated have ranged from 3.3% to 34.9% 
(Crowther et al., 1981; Luk et al. 1991; McGuire & Richman, 1986). 
Unfortunately, there is a paucity of studies available in the literature that 
have reported clinician identified prevalence rates of behavioural problems, 
against which the clinician identified prevalence rates can be compared. 
The higher identification rates for mothers, compared with either teacher or 
clinician, may be the result of a number of factors. As over half the children 
were selected on the basis of parent report, the number of children 
identified with behaviour problems by the parent would almost certainly 
have been artificially inflated by the selection process. However, other 
factors could be contributing to the higher identification rates for parents. 
Mothers usually spend by far the most time with their children and serve as 
an invaluable primary information source on their preschool age children's 
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behaviours for studies of this age group (Edelbrock, 1983; Hinshaw et al., 
1992; Krech & Johnston, 1992; Sonuga-Barke, Stevenson & Thompson, 
1996). Behaviour is often defined as problematic on the basis of its 
frequency, intensity and persistence (Campbell, 1990). The higher rates of 
behavioural difficulties reported by the mothers in this study may be due to 
their more frequent and prolonged contact with their children. This 
increases the likelihood that they will see a greater amount, and an 
increased repertoire, of behaviours that are disruptive and/ or have a 
significant detrimental effect on everyday functioning of the child or family. 
Compared to parents, teachers and the clinician spend less time with the 
children. The lower rates of problem behaviours identified by these 
informants is likely to be in part a reflection of their exposure to, and 
observation of, a narrower window of the children's behaviour. 
The higher numbers of children identified with behaviour problems by 
mothers, may also be a reflection of their knowledge base. How parents 
perceive and assess children's behaviour is influenced by their experience 
with children, their developmental expectations, their levels of tolerance 
for children's behaviour, and their own definitions of normality (Campbell, 
1990). Mothers with less access to formalised training in children's 
behaviours and development may have only limited knowledge of the 
normal behaviours of children, and may therefore be rating as problematic 
behaviours that are age appropriate (Campbell, Szumowski, Ewing, Gluck, 
Breaux, 1982). In comparison, teachers and clinicians generally have 
undergone formalised training in child behaviour and development. In 
addition, they have the opportunity to observe children in a variety of 
situations and to compare the child's behaviour with that of a same age 
child in similar circumstances. 
Mothers may be differentially sensitive to parent and family characteristics 
in the child's environment. Studies have documented that children with 
problematic behaviours, selected on the basis of parent report, tend to come 
from families with associated maternal mental health problems, parental 
relationship disharmony, and stressful life events, which may bias mothers' 
perceptions of their children's behaviour (McGee, Silva & Williams, 1983; 
Webster-Stratton & Hammond, 1988). The occurrence of family stressors 
has been argued to exert a direct effect on parental perceptions and 
behaviour, suggesting that child behaviour may be perceived as negative 
independent of actual child difficulties. Mothers in the study may be over-
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estimating their children's behavioural difficulties, with some of the parent 
identified children not in fact suffering from behaviour problems. Thus the 
variability in the rates of reported behaviour problems in children may be a 
result of actual informant bias. 
While the literature suggests that parents' perceptions of children's 
behaviour are influenced by family and environmental stressors, 65 percent 
of the children identified at Time One with behavioural problems on the 
basis of parent report were also identified as having difficult behaviours by 
either the clinician or the teacher, suggesting that not all parents over-
estimate their children's difficult behaviours. Reports in the literature have 
found a generally low degree of correspondence between different 
informants (Achenbach et al., 1987). In this study however, the reports of 
different informants (parent, teacher, clinician) on the child behaviour 
measures showed a moderate degree of correspondence, suggesting a 
substantial degree of overlap among the informants. Despite this, there is 
some variability in the rates of reported behaviour difficulties on the child 
behaviour assessment measures that could suggest some inconsistency 
across informant. Nonetheless, the correlations between the measures rated 
by different informants may reflect valid interpretations and perspectives 
that are specific to informants and contexts, in that children are manifesting 
behavioural difficulties that are identifiable in multiple contexts. 
Differences in the number of children identified by the separate informants 
may reflect the differing situational contexts within which the children 
were observed, and the differing tasks demands within each. The 
informants may have been eyewitnesses to behaviour that is context-
dependent, and is generally only manifested in their presence. Differences 
in the rates of reported behaviour problems by the parent, compared with 
the teacher or the clinician, may reflect valid observations of behaviour 
initiated by factors specific to the environment. Problematic behaviour may 
be manifested in one situational context but not in others (Achenbach et al., 
1987). 
It is suggested in the literature that children who display behavioural 
difficulties across multiple situations seem to be particularly at risk of 
having problematic behaviours that continue (Campbell, 1995). Therefore it 
is important to consider the cross-situational nature of behavioural 
difficulties shown by the preschoolers in this study. Although mothers 
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reported higher rates of problem behaviour than either the teacher or 
clinician, there was a degree of overlap in identification among informants. 
Four out of ten children were identified with behaviour difficulties by more 
than one informant and one in ten children 9-emonstrated a pervasiveness 
of behaviour problems that was recognised by all three informants. 
Pervasiveness of problem behaviours across situations was related in this 
study to increasing severity of behaviour disturbance as indicated by mean 
scores on a variety of behavioural measures. Classification of the children 
into three groups (No Evidence, Situational Problems and Pervasive 
Problems) to examine the pervasiveness of problem behaviours in greater 
detailed showed that children with Pervasive Problems had mean scores as 
a group that set them apart from the Situational Problems and No Evidence 
groups. In this study, children with pervasive problems had more severe 
behavioural difficulties, were less socially competent and were more ·likely 
to come from families with poorer functioning. 
Recent studies are emerging suggesting that more severe behaviour 
problems in preschoolers are likely to persist with development (Campbell 
et al., 1991; Campbell et al., 1994). Given the growing evidence that suggests 
the persistence of problems. when present to an extreme degree in preschool 
aged children, it seems probable that pervasiveness and severity of problem 
behaviours are likely to combine to place children at greater risk of an 
adverse outcome. However, given the lack of research that has looked at 
problem persistence, initial problem severity, and problematic behaviours 
across situations, the current research is one of the first studies to try and 
tease these issues apart. 
Examination of the children's social competency demonstrated that children 
with behaviour problems in the study, irrespective of informant, were rated 
by their mothers as less socially skilled as a group than children without 
problem behaviours. In addition, children with pervasive problem 
behaviours were rated by their mothers as being significantly less socially 
skilled. From these results, however, it is not clear whether children with 
fewer social skills are likely to develop maladaptive behaviours that persist 
across situations in an attempt to gain peer attention. Alternatively 
children with difficult behaviours may be avoided by their peers, and are 
thus less likely to have an opportunity to develop prosocial behaviours. 
These results, obtained using a .community sample, are consistent with a 
recent study by Campbell (1994) using a sample of hard to manage children. 
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She found that children with problem behaviours were rated as less socially 
skilled by both their parents and teachers. This illustrates that a similar 
relationship between social competency and problem behaviours as found 
in a clinic sample exists in a community sample. 
All the families in the study were drawn from a community base, and had 
no prior contact with mental. health professionals. Nonetheless, the 
families of children identified as problematic, irrespective of informant, did 
appear to differ from the families of children without problems. Children 
identified as having problem behaviours were more likely than their non-
problem peers to have experienced the separation of birth parents, and to be 
living in single parent families headed by mothers. Although it has been 
suggested that parental separation is likely to impact negatively on all 
children (Rutter, 1981), the findings in this study are consistent with the 
literature in suggesting that pre-school aged children may be especially 
affected by parental separation or divorce (Hodges et al., 1984; Wallerstein & 
Kelly, 1980). Preschoolers are at an age where they are largely dependent 
upon their parents for their emotional and physical care. During this 
developmental stage when parental availability and environmental stability 
is cruciat children may have neither (Wallerstein & Blakeslee, 1989). 
Disruptive events that have a deleterious impact on parental adjustment, 
such as relationship discord and separation, can in turn negatively 
influence parenting ability, perhaps decreasing a parent's availability which 
may serve to have a detrimental effect on child adjustment. 
Parental education levet especially paternal education levet appeared to be 
a risk factor associated with child outcome. Preschoolers identified with 
behavioural difficulties by either the parent, teacher or clinician, were more 
likely than their non-identified peers to have parents, especially a father, 
with fewer academic qualifications, employed in a lower status occupational 
class, with generally lower family incomes. These three factors form a 
cluster that are related. Paternal education is linked to paternal 
occupational status which in turn is linked to family income. Consistent 
with studies that have identified low socioeconomic status as a risk factor 
for the development of behavioural problems in school aged children 
(Blechman, 1982; Hodges et al., 1984; Sameroff & Seifer, 1990), the results 
from this study, show a similar pattern is evident in preschool aged 
samples. Interestingly, the effect of lower socioeconomic status and 
resultant limited income and resources, has been associated in this research 
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with the development of problem behaviours in children of a very young 
age. This perhaps suggests that limited income and resources create an 
environment where the development and maintenance of problem 
behaviours is more likely to occur. Thus the relationship between 
behavioural difficulties in school aged children and lower socioeconomic 
status clearly reported in the literature may begin during the preschool 
years. 
While causal relationships between children's behaviours and 
sociodemographic factors cannot be identified with these data using the 
current analyses, the results provide support for the notion that the families 
of children with problem behaviours are experiencing increased hardship 
on a number of levels. This suggests that a relationship may exist between 
economic pressure on the family and the development of problem 
behaviours in preschool aged children. It would appear that the impact of 
socioeconomic pressure on the family begins early. While it seems unlikely 
that poor parental education, lower paternal occupational status, or lower 
family income by themselves are risk factors for childhood behaviour 
problems (Grizenko & Fisher, 1992; Jenson, Bloedau & Davis, 1990; Seifer et 
al., 1992). These variables in combination, however, represent fewer 
economic resources and financial hardship, which could exert a negative 
cumulative influence on the family and environment. This situation 
provides yet another source of contextual stress to exacerbate or amplify the 
influence of other child, parent, or family stressors. The association 
between socioeconomic pressure and children's behavioural difficulties 
underscores the importance of considering the family context in which pre-
school age children with early signs of behaviour problems grow up. It is 
difficult to make predictions about which developmental pathways 
individual children will follow, and the probable behavioural outcomes for 
each child on the basis of specific demographic factors present in a child's 
environment. It seems reasonable, however, to surmise that the above 
factors are likely to be significant contributing elements in the development 
and maintenance of problematic behaviours for some, but not all, children. 
Research investigating the school aged population has demonstrated that 
the presence of adverse family and parental characteristics heighten the risk 
for behavioural problems in children (Grizenko & Fisher, 1992; Rae-Grant et 
al., 1989; Stanger, McConaughy & Achenbach, 1992). As a corollary, it has 
been assumed that problems in young children are most likely to emerge 
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and persist in an environment that is unsupportive and stressful for the 
family (Campbell et al., 1991). However, little attention has been paid to the 
identification of problem behaviours in the preschool aged population, and 
accordingly, examination of the family correlates associated with the 
development and maintenance of problem behaviours (Campbell, 1994). 
Thus, this research in investigating the parent and family correlates of 
problem behaviour makes a unique and important contribution. 
Children with identifiable behaviour problems, irrespective of informant, 
tended to come from families with poorer functioning as identified by 
maternal report. Using the total sample of children, the FAD (a measure of 
family functioning) was significantly correlated with the BCL (a measure of 
child behaviour). These results demonstrate that as family dysfunction 
increases there is an increase in children's behavioural problems. However, 
the causal direction of the relationship is unclear given the correlational 
nature of the analyses. The behaviour difficulties of young children may 
impact in a negative way on the everyday functioning of the family, 
significantly impairing the adaptive functioning of family members. 
Conversely, maladaptive family functioning may disrupt and interfere with 
the child's ability to develop age appropriate behaviours. 
The mothers of clinic children reported experiencing significantly more life 
event stressors in the six months prior to assessment. Indicating that 
families of parent identified children with behavioural difficulties reported 
experiencing more stresses or life changes than the families of children 
without behavioural problems. In addition, taking the sample as a whole, 
the correlation between the BCL and the SLEQ demonstrated an association 
between child behaviour difficulties and life events stressors. Mothers who 
had experienced more life event stress in the last six months tended to rate 
their children as having more behavioural difficulties. The causal nature of 
the relationship between life event stress and child behavioural difficulties 
is unclear. Parents under stress may perceive their children's behaviour as 
more problematic. Alternatively, life event stress may impact negatively on 
parenting ability. A further explanation is that children in families 
experiencing higher levels of stress, may respond to the stress with 
behavioural difficulties. These findings obtained using a community 
sample of New Zealand children are congruent with studies that link 
maternal reports of stressful life events to the development and 
continuance of behaviour problems in young children (Barron & Earls, 
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1984; Campbell et al., 1991; Cohen & Bromet, 1992; Egeland et al., 1990; 
Sameroff & Seifer, 1990). 
Comparison of the problem and non-probl~m groups on the maternal 
mental health measure, showed that only for the parent identified problem 
and non-problem groups was there a tendency for the two groups to differ 
on mean maternal health scores. This finding may reflect a maternal bias. 
Mothers with psychological difficulties may perceive their children's 
behaviours more negatively. Using the total sample of children, maternal 
mental health as measured by the GHQ was correlated with the BCL. The 
correlation showed a significant association between child behaviour and 
maternal mental ill health. Women with more psychological distress 
tended to rate their children more negatively on the child behaviour 
measure. While the occurrence of behavioural difficulties in young 
children has been clearly linked in the literature to the presence of maternal 
mental ill-health (Caplan et al, 1989; Zahn-Waxler et al. 1988), differences 
between published data and the results in this study may well reflect the 
non-referred status of the children. The majority of published studies have 
used selected samples that are non-representative of the general population 
(Caplan et al., 1989; Cohen & Bromet, 1992; Richman, 1978). Given that 
families were recruited from the general population, it was expected that 
few mothers would have scores that indicated the existence of significant 
mental health problems, and this was supported by the data. 
Taken together ,the results from the Screening Stage and Time One indicate 
that the occurrence of behavioural problems during the preschool years is 
very common. In addition, these results highlight an association between 
the occurrence of problem behaviours in a community sample of preschool 
aged children and adverse family characteristics, suggesting that a 
constellation of family factors are often seen in families of children with 
behaviour problems, consistent with emerging findings in the literature 
(Campbell, 1995; Sameroff & Seifer, 1990). Any attempts to understand the 
development and maintenance of behaviour problems in preschool aged 
children must occur in conjunction with a concomitant investigation of 




Overview: Time Two 
The present assessment phase examines the natural course of behavioural 
difficulties in a community sample of New Zealand preschoolers. The 
longitudinal aspect of the study provides important information on the 
effect of development on children's behaviours. This enabled the 
identification of children who demonstrated persistent behavioural 
difficulties across the ten month interval. In addition, the child, parent and 
family correlates of persistent problem behaviours were examined. 
To assess the child and family correlates of persistent problem behaviours, 
the total sample of children were divided into three groups based on the 
parent ratings of children's behaviours collected at the Screening Stage, 
Time One and Time Two. The following criteria formed the basis for the 
group assignment: Children identified by their parents as showing no 
evidence of problem behaviours at any of the three assessment stages (TO, Tl 
and T2) were classified as Absent. Children identified by their parents as 
having problems at one of the three assessment stages (TO, Tl or T2), but not 
for a persistent ten month period, were classified as Present. Children in the 
Present group were thought to occupy middle ground between children in 
the Absent group and children in the Persistent group. These children had 
behavioural problems but their problems were not persistent. Finally, 
children identified by their parents as having problems at (Tl and T2) or (TO 
and Tl and T2) were classified as Persistent. 
In addition to assessing the correlates of problem persistence, group 
differences between children from the original matched clinic and control 
groups on child and family assessment measures were examined. As over 
the ten month time interval between assessments, children in the matched 
subsample had begun to change groups it was suspected that the size of the 
original differences between the groups would be somewhat reduced. 
Twelve clinic children were no longer identified as having behaviour 
problems by their parents, while five of the control children were now 
identified by their parents as having problems. To ascertain whether 
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children in the clinic group differed from their control peers, the original 
clinic group (n = 48) was compared with the matched control group (n = 48) 
on the child behaviour and family assessment measures obtained at Time 
Two. 
Finally, behavioural changes over time for children from the original 
parent identified matched clinic and control groups were investigated to 
examine the effect of the passage of time on children's behaviours. To assess 
the rate of behaviour change in the ten month interval for each group, the 





One hundred and fifteen families (89.8% of the original sample of 128 
children) participated in Stage Two of the study. Sixty-nine (60.0%) children 
were male and 46 (40.0%) children were female. At the time of the Stage 
Two assessment, the children were aged between 39 months and 69 months 
with a mean age of 54.96 months. Eighty-three (72.0%) children were still 
attending pre-school centres and 32 (28.0%) children were now enrolled in 
primary school. Of the 13 families (10.2%) who did not continue to 
participate in the study, eight (6.69%) were from the original clinic group 
and five (4.35%) were from the matched control group. No systematic bias 
was introduced into the study by the attrition of 13 families. Reasons given 
for families not continuing to participate in the study were: three parents 
were too busy to continue with the study, one family was involved in a 
custody dispute, four families had moved away from the area, and five 
families were unable to be located. 
Measures 
The measures given at Stage One were readministered, with the exception 
of the 60-item Family Assessment Device. Instead the shorter 12-item 
General Functioning Subscale (GF) from the Family Assessment Device was 
used to assess family functioning. This subscale provides an overall 
assessment of the level of family functioning, and has demonstrated 
reliability and validity as a measure of how the family unit works together 
on essential tasks (Byles, Byrne, Boyle & Offord, 1988). The GF scale consists 
of 12 statements about family functioning. The child's parent (usually the 
mother) rates how well each statement describes their family on a four-
point scale: one (strongly agree), two (agree), three (disagree), and four 
(strongly disagree). The item scores are then summed to obtain a total score, 
ranging from 12-48, with lower scores indicating more 'healthy' family 
functioning. 
The measures readministered were the Behaviour Check-list (BCL), the 




Questionnaire (BSQ), the Preschool Behaviour Diagnostic Schedule (PBDS), 
the Pro-Social Behaviour Inventory (PSBI), the Stressful Life Events 
Questions (SLEQ), the General Health Questionnaire (GHQ), the Preschool 
Behaviour Clinical Schedule (PBCS), the Behaviour Profile Schedule (BPS), 
the Preschool Behaviour Check-list (PBCL), and the Hyperactivity Scale-
Teachers (HAS-T). 
Procedure 
The families of children who were involved in Stage One of the study were 
contacted by telephone nine months after the completion of Stage One and 
invited to continue participating in the study. Families who verbally agreed 
to participate were sent a letter outlining the rationale for this stage of data 
collection (see Appendix I). They were also sent a consent form (see 
Appendix I) which they were invited to sign and return in the enclosed pre-
paid envelope. Families who could not be contacted by telephone were sent 
the information letter and a consent form to their last known address. This 
letter invited them to continue participating in the study and requested they 
return the consent form in the enclosed postage paid envelope if they 
wished to take part. All families who returned the consent form were sent 
the following questionnaires to complete and return: the General Health 
Questionnaire, the Life Events Questions, the Behaviour Check-list, the 
Hyperactivity Scale, and the General Functioning Subscale from the Family 
Assessment Device . 
Parents who returned consent forms were re-contacted by telephone four 
weeks later to arrange a convenient time for them to attend a clinical 
interview together with their child. Following this, parents were sent an 
appointment card, a map of how to reach the interview venue, and a 
parking voucher to enable them to park in the hospital car park. To serve as 
a reminder, and facilitate attendance at the interviews, parents were 
telephoned by the researcher the night before their interview. During the 
course of the telephone call, parents who had failed to return their 
questionnaires were reminded to bring the questionnaires with them to the 
interview. All but two of the interviews were conducted at the Child, 
Adolescent and Family Mental Health Unit at Dunedin Public Hospital. For 
one child the clinical interview was conducted at their kindergarten, and for 
another child the interview was conducted in their home. Of the 115 
Page96 
interviews conducted, the mother was the accompanying parent in 113 
interviews (98.3%), with both parents accompanying the child in two 
interviews (1.7%). During the clinical interview the researcher was not 
aware of the child's initial classification. This was to ensure that any 
possible bias in clinical assessment and judgement was not introduced. 
At the beginning of each interview the researcher established rapport with 
the parent(s) and child by introducing herself, giving a brief welcome to both 
parent(s) and child, and providing a general introduction as to the purpose 
of the interview. The child was then encouraged to play freely with the toys 
in the room for a ten minute period. Age appropriate toys were provided to 
engage the child's interest. The toys available for the child to play with 
were: a Tupperware bus, forty wooden blocks, five Playskool little people 
and four Playskool cars, Playskool furniture, a construction game called 
Constructe Straw and a book. During the ten minute interval the parent 
was asked to be available to their child if needed, but not to actively engage 
the child in play. Conversation between the parent and the researcher was 
also kept to a minimum during this period. During the ten minute free 
play period the activity the child. engaged in was recorded in written detail 
by the researcher at one minute intervals. 
At the end of the ten minute free play period the child was asked to 
complete two structured tasks to assess the child's behaviour under 
structured task demands. First each child was asked to draw a picture of 
themselves based on the Draw A Person test (DAP; Naglieri, 1988). Next the 
child was asked to complete the Animal House, a performance subtest from 
the Wechsler Preschool and Primary Scale of Intelligence (WPPSI; Wechsler, 
1967). After the child had completed the two structured tasks s/he was again 
free to play with the toys in the room. 
While the child was occupied playing with the toys, the parent, together 
with the interviewer, completed a series of assessment measures presented 
in the following order: the Pro-Social Behaviour Interview, the Behaviour 
Screening Questionnaire, and the Preschool Behaviour Diagnostic 
Schedule. At the completion of the interview, the parent and child were 
thanked for their participation. The researcher then explained to the parent 
that a third and final assessment was planned for ten months time, and 
invited them to participate. Verbal agreement to continue in the study was 




After the parent and child departed, the child's behavioural and emotional 
responses during the free play interval and the structured tasks were rated 
by the interviewer on two schedules: the Preschool Behaviour Clinical 
Schedule and the Behaviour Profile Schedule. The Behaviour Profile 
Schedule was rated twice; once according to the child's behaviour during the 
free play interview, and again for the child's behaviour while they 
completed the two structured tasks. 
In the final part of the assessment process the researcher, with parental 
consent, telephoned each child's kindergarten/ pre-school/play-
group I school teacher to explain the rationale for the study and to invite 
them to participate. After obtaining verbal consent, a letter of explanation 
(see Appendix I), a photocopy of the parental consent form, a teacher 
consent form (see Appendix I), the Preschool Behaviour Check-list, and the 
Hyperactivity Scale were mailed out to each teacher to complete and return. 
A telephone reminder was given to all teachers who failed to return the 
questionnaire after three weeks. All but two sets of questionnaires were 
completed and returned by the teachers. 
Reliability of Clinical Interviews and Behaviour Ratings 
In order to maintain consistency between the researchers in the 
administration and scoring of the behavioural measures, and to ensure the 
reliability of data collected, the researcher accompanied Dr Pavuluri on the 
last four parent and child clinical interviews conducted at Time One. In 
addition both Dr Pavuluri and the researcher were trained by Dr Luk (a 
senior Child Psychiatrist) to conduct the clinical interviews and to 
administer and score the behavioural assessment measures. To establish 
the reliability of the behavioural questionnaire ratings between Dr Pavuluri 
and the researcher, Dr Luk attended 20 (17.4%) randomly chosen clinical 
interviews at Time Two, thus ensuring consistency of interview format and 
questionnaire ratings. For these interviews the researcher and Dr Luk 
independently rated the children on the following assessment measures: the 
Preschool Behaviour Diagnostic Schedule (PBDS); the Behaviour Screening 
Questionnaire (BSQ); and, the Preschool Behaviour Clinical Schedule 
(PBCS). To assess reliability, a repeated measures ANOVA was employed to 




and the three assessment measures combined. The use of this correlation 
technique to estimate the reliability of interview scores is recommended by 
both Hartmann (1977) and Shrout and Fleiss (1979). The resulting intraclass 
correlation coefficients were: PBDS (r = 0.86), the BSQ (r = 0.92); the PBCS (r = 
0.89), and Overall (r = 0.92), indicating the two clinicians were highly reliable 
in their ratings of the children's behaviour. 
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Results at Time Two 
The results from the Time Two assessment are presented as follows: (1) 
descriptive statistics showing numbers of chil~ren with problem behaviours 
at Time Two as identified by the different informants (parent, teacher and 
clinician); (2) comparison of children with parent-identified Absent, Present 
and Persistent behaviour problems on child and family assessment 
measures; (3) group differences between parent-identified matched clinic 
children and control peers on child and family assessment measures; and, 
(4) behaviour change over time for parent-identified matched clinic 
children and control peer, on child and family assessment measures. 
(1) Presence of Problem Behaviour: Descriptive Statistics 
(1.1) Presence of Problem Behaviour at Time Two: Parent, Teacher or 
Clinician Report 
As at Time One, children could be classified as having behavioural 
problems on the basis of parent, teacher, or clinician ratings. Children with 
total scores of eight or more on either the parent completed BCL (Behaviour 
Checklist) or HAS-P (Hyperactivity Scale), were parent identified as showing 
behavioural difficulties. Children with total scores of twelve or above on 
the teacher completed PBCL (Pre-school Behaviour Checklist), or eight or 
above on the HAS-T (Hyperactivity Scale), or who were nominated on a 
forced choice question by the teacher as showing problem behaviours, were 
categorised as teacher identified. Finally, children who were identified by 
the clinician as showing either moderate or severe behavioural difficulties 
were classified as clinician nominated. 
Children with behavioural scores above the cutoff criteria on the parent or 
teacher rated behavioural measures, or who were nominated as having 
behaviour problems by either the teacher or clinician, were placed in the 
With Problems category (ie., they were currently seen as having behaviour 
problems by one of the three informants). The With Problems category was 
further divided into: (a) children who were not identified at the Screening 
Stage or at Time One, but who were identified at Time Two, known as 
Newly Nominated; and (b) children who were nominated at both the 
Screening Stage, Time One and Time Two, known as Persisters. The 
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remaining children within the With Problems category were those who 
were currently identified, and who had also been identified at one of the 
previous assessment stages, either the Screening Stage or Time One, but not 
consistently. 
Children who were not identified at Time Two as having problems were 
categorised as Without Problems. Within this category, children who were 
not identified at either the Screening Stage, Time One, or Time Two were 
known as Never Nominated. The percentage of children identified by their 
parent, the teacher, or the clinician as having problems at Time Two, and 
those identified as showing no evidence of a problem is presented in Table 
3.1. 
Table 3.1 
Number of children identified with problem behaviours by parent, teacher, 
or clinician at Time Two. 
Time Two 
(n = 115) 
Problem Behaviour Parent Teacher Clinician 
n (%) n (%) n (%) 
With Problems 49 42.61 40 34.78 35 30.43 
- Newly Nominated 5 4.34 17 14.78 13 11.30 
- Persisters 44 38.26 23 20.00 22 19.13 
Without Problems 66 57.39 75 65.22 80 69.57 
-Never Nominated 34 29.56 69 60.00 46 40.00 
Considering just the children who remained in the study at Time Two, 
Table 3.1 shows that across the ten month interval the number of children 
with problem behaviours identified by the parents and clinician decreased. 
However, there was an increase in the numbers of children identified by the 
teacher with difficult behaviours. Almost half of the teacher-identified 
children were newly nominated. To examine whether the age of the 
children was an influential factor in their identification, the mean age of the 




(1.2) Number of Children Identified with Behaviour Problems According to 
Single or Multiple (Two and Three) Informants 
As at Time One, the number of children showing no evidence of problem 
behaviours, those with situational (ie., one informant) behavioural 
difficulties, and those who showed pervasive (ie., multiple informant) 
behavioural problems were identified. The number and percentage of 
children identified as having behaviour problems according to one, two and 
three informants, and those showing no evidence of difficult behaviours 
are presented in Table 3.2. 
Table 3.2 
Number and percentage of children with behaviour problems according to 
one, two and three informants. 
Currently No Identified Identified Identified Total 
Evidence of a By One By Two By Three Number of 
Problem Informant Informants Informants Children 
Time Only with 
Problems 
n (%) n (%) n (%) n (%) n (%) 
Two 39 33.91 40 34.78 24 20.81 12 10.43 76 66.09 
Of the 115 children assessed at Time Two, 39 (33.91 %) children showed no 
evidence of behaviour difficulties. Forty (34.78%) children were identified 
as having behaviour difficulties by one informant only. Of these children, 
20 (50.00%) children were parent-identified, nine (22.50%) children were 
clinician-identified, and 11 (27.50%) children were teacher-identified. 
Twenty four (20.87%) children were identified as having behaviour 
problems by two informants. This included eight (33.33%) children who 
were identified by both parent and clinician, ten ( 41.67%) children identified 
by both parent and teacher, and six (25.00%) children identified by both 
teacher and clinician. Finally, 12 (10.43%) children were identified as 
having behaviour difficulties by all three informants. 
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(2) Comparisons Between Parent-Identified Absent, Present and Persistent 
Groups on Child and Family Assessment Measures. 
Utilising parent ratings from the Screening St'<l.ge, Time One and Time Two, 
the entire sample of 115 children were assigned to new groupings on the 
basis of the persistence of their behavioural difficulties. Children identified 
by their parents as showing no evidence of problem behaviours at any of the 
three assessment stages (TO, T1 and T2), were classified as Absent (n = 34; M 
= 56.63 months, SD = 7.77). Children identified by their parents as having 
problems at one of the three assessment stages (TO, T1 or T2), but not for a 
persistent ten month period, were classified as Present (n = 39; M = 54.08 
months, SD = 7.64). Finally, children identified by their parents as having 
problems at (T1 and T2) or (TO and T1 and T2), were classified as Persistent 
(n = 42; M = 54.39 months, SD = 8.32). 
Using the child behaviour and family assessment measure ratings obtained 
at Time Two, the mean scores of the three groups were compared. Child 
behaviour and family assessment measures were first examined for group 
and gender differences with 3 (Absent, Present, Persistent) x 2 (gender) 
ANOV A. As there was no significant main effect of gender or gender by 
group interactions, the data were collapsed across gender and examined 
with a series of one-way ANOV A, followed by post hoc Scheffe tests (p < .05) 
to detect which groups differ when a significant main effect of group was 
found. As several ANOV A were conducted, thus increasing the chance of 
Type I errors, a more conservative a =.01 was used. However, where 
differences significant at a =.05 were obtained, these are reported in the 
Table for the reader's interest. For the three groups the mean scores, 
standard deviations and F values on the child behaviour and family 




Mean scores for the absent, present and persistent groups on the child 
behaviour and family assessment measures. 
Absent Present , Persistent 
(n = 34) (n = 39) (n = 42) 
Assessment 
Measure M (SD) M (SD) M (SD) F E 
Parent Completed Child Assessment Measures 
BCL 3.21 1.84 6·.65 3.11 8.62 2.94 38.68 .001 
HAS-P 2.68 1.75 3.79 2.08 4.74 2.99 7.04 .001 
BSQ 3.53 2.09 4.03 2.03 6.98 3.62 18.19 .001 
PBDS 0.53 1.44 0.63 0.97 1.31 1.44 4.18 .018 
PSBI 21.97 2.93 21.34 3.27 18.09 4.52 12.43 .001 
Parent Completed Family Assessment Measures 
FAD 18.18 4.32 18.64 5.67 21.02 5.32 3.33 .039 
GHQ 14.09 6.54 15.79 9.80 18.74 8.14 3.07 .050 
SLEQ 0.94 1.30 0.92 1.34 1.43 1.52 1.68 .190 
Clinician Completed Assessment Measures 
PBCS 4.06 4.02 6.81 6.05 9.88 8.71 7.13 .001 
BPS (free) 1.88 2.66 2.44 2.41 4.28 4.46 5.41 .006 
BPS (struct.) 1.26 2.05 3.08 3.56 4.17 4.32 6.43 .002 
Teacher Completed Assessment Measures 
PBCL 5.76 3.53 7.16 4.26 8.48 5.45 3.58 .031 
HAS-T 2.41 2.16 3.14 2.18 3.98 3.35 3.23 .043 
Parent Rated Child Behaviour Measures 
As the BCL and the HAS-P scores were used to assign subjects to groups, it 
was expected the three groups would differ significantly on these measures. 
A significant effect of Group was obtained on the BCL [F (2, 111) = 38.68, p 
<.001]. Examination of the post hoc Scheffe tests indicated that children in 
the Persistent group obtained significantly higher mean scores than children 
in both the Present and Absent groups. In addition, children in the Present 
group had significantly higher mean scores than children in the Absent 
group. Attention-deficit/hyperactivity behaviours identified using the 
HAS-P, showed a significant effect of Group [F (2, 111) = 7.04, p <.001]. The 
post hoc Scheffe tests showed that children in the Absent group obtained 
significantly lower mean scores than children in the Persistent group. The 
mean behaviour scores for the three groups also differed on the BSQ [F (2, 
111) = 18.19, p <.001]. The Scheffe tests showed that children in the 
Persistent group had significantly higher mean scores than children in both 
the Absent and Present groups. For the PBDS, the main effect of Group 
approached, but did not reach, statistical significance [F (2, 111) = 4.18, p <.02]. 
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The mean scores for children in the three groups were also found to differ 
significantly on the PSBI, a measure of social competency [F (2, 111) = 16.22, p 
<.001]. Scheffe tests indicated that children in the Persistent group had 
significantly lower mean social scores than children in both the Present and 
Absent groups. 
Parent Rated Family Assessment Measures 
On both the FAD, a measure of family functioning [F (2, 111) = 3.33, p <.039], 
and the GHQ, a measure of maternal mental health [F (2, 111) = 3.07, p 
<.050], there was a trend for the mean scores for the three groups to differ 
significantly. The groups did not differ on the SLEQ, a measure of life event 
stressors. 
Teacher Rated Child Behaviour Measures 
The difference in mean scores for children in the three groups approached 
statistical significance on the teacher rated PBCL [F (2, 111) = 3.58, p <.03] and 
HAS-T [F (2, 111) = 3.24, p <.04]. 
Clinician Rated Child Behaviour Measures 
A significant effect of Group was found on the PBCS, a measure of 
behavioural functioning [F (2, 111) = 7.13, p <.001]. Children in the 
Persistent group had significantly higher mean behaviour scores than 
children in the Absent group. On the BPS, for both free play interval [F (2, 
111) = 5.41, p <.005], and during the structured tasks [F (2, 111) = 6.43, p <.002], 
the difference between the mean scores for the three groups was significant. 
Inspection of the post hoc Scheffe tests showed that children in the 
Persistent group had significantly higher mean scores than children in the 
Absent group. 
Page 105 
(3) Group Differences Between Parent-Identified Matched Clinic Children 
and Control Peers on Child and Family Assessment Measures 
Reassessment of the children at Time Two, indicated that a number of 
children assigned to the clinic or the control groups on the basis of their 
parent rated behavioural scores at Time One, were now obtaining parent 
rated behavioural scores that no longer met the criteria for their original 
group assignment. Twelve children from the clinic group were no longer 
identified as having behaviour problems by their parents, while five 
children from the control group were now identified by their parents as 
having difficult behaviours. Although some of the children have changed 
groups, the remaining children in the original clinic group (n = 48) was 
compared with the matched remaining children in the control group (n = 
48) on the child behaviour and. family assessment measures obtained at 
Time Two. Group and gender differences were examined using 2 (clinic, 
control) x 2 (gender) ANOVA. Since the analyses did not reveal significant 
main effects of gender or gender by group interactions, the data were 
collapsed across gender and assessed using a series of independent t-tests. 
To minimise the occurrence of Type I errors, a conservative level of a= .01 
was chosen. However, where group differences were significant at a= .05 
the results are presented. The mean scores, standard deviations and t values 
for the matched clinic and control groups on the child and family measures 
at Time Two are presented in Table 3.4. 
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Table 3.4 
Mean scores for the matched clinic and control children on the child 




Measure M (SD) M (SD) t p 
Parent Completed Child and ·Family Assessment Measures 
BCL 4.19 2.12 9.44 4.33 7.55 .001 
HAS-P 3.04 2.09 4.52 2.81 2.92 .004 
SLEQ .85 1.24 1.42 1.43 2.06 .042 
FAD 17.83 4.66 20.30 5.37 2.39 .019 
GHQ 14.17 6.57 18.29 9.35 2.50 .010 
Measures Completed During the Clinical Interview 
BSQ 3.73 2.03 6.13 3.47 4.13 .001 
PBDS .48 1.24 1.27 1.35 3.00 .003 
PSBI 21.79 3.47 19.06 4.08 4.68 .001 
Clinician Completed Questionnaires 
PBCS 4.12 4.67 9.25 7.70 3.94 .001 
BPS (free) 1.69 2.19 3.75 3.89 3.20 .002 
BPS (struct.) 1.28 1.91 4.00 4.16 4.09 .001 
Teacher Completed Questionnaires 
PBCL 3.94 4.55 7.70 6.27 3.35 .001 
HAS-T 2.54 2.13 4.13 3.29 2.79 .006 
Note. Children's scores on the BCL ar\.d the HAS-P were used to derive the groups, 
therefore significant differences between the groups were expected on these 
measures. 
Parent Rated Child Behaviour Measures 
The mean scores on the BCL, a measure of behavioural difficulties, were 
significantly higher for the clinic group compared with the control group 
(t[94]=7.55, p < .001). In addition, children in the clinic group had 
significantly higher mean scores on the HAS-P, a measure of attention-
deficit/hyperactivity behaviours (t[94]=2.92, p < .005). While the mean 
scores for both groups were significantly different on the HAS-P, the mean 
score for children in the clinic group was below the cutoff score of eight. 
Children in the clinic group obtained significantly higher mean scores on 
both the BSQ (t[94]=4.13, p < .001) and the PEDS (t[94]=3.00, p <.005) 
compared to their control peers. 
Parents also completed' the PSBI, a measure of their children's social 
competency. Children in the clinic group had significantly lower mean 
scores on the PSBI than children in the control group (t[94]=3.53, p < .001). 
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Parents of clinic children either endorsed fewer social competency items for 
their children overall, or rated their children lower on some areas of 
sociability. 
Parent Rated Family Assessment Measures 
Mothers of clinic children, had significantly higher mean scores on the 
GHQ, a measure of maternal mental health (t[94]=2.50, p < .01). Compared 
with the mothers of control children, the mothers of clinic children either 
endorsed more items, or felt that they had more severe difficulties in areas 
tapped by the questionnaire. 
Families of children in the clinic group had higher mean scores on the FAD, 
a measure of family functioning (t[92]=2.39, p < .02), and the SLEQ, which 
measures the number of family stressors experienced in the last six months 
(t[94]=2.06, p < .05). However, these differences failed to reach statistical 
significance using the conservative level of a= .01. 
Teacher Rated Child Behaviour Measures 
Clinic children had significantly higher mean scores on the teacher rated 
PBCL, a measure of child behaviours (t[93]=3.35, p < .001). In addition 
children in the clinic group, compared to children in the control group, 
obtained significantly higher mean scores on the HAS-T, a measure of 
attention-deficit/hyperactivity behaviours (t[93]=2.79, p < .006). While the 
differences in mean scores for the two groups were statistically significant on 
both measures, the mean scores for the clinic group were below the cutoff 
for these measures. 
Clinician Rated Child Behaviour Measures 
Children in the clinic group had significantly higher mean scores on the 
PBCS (t[94]=3.94, p < .001) than children in the control group. Children in 
the clinic group, compared to children in the control group, also had 
significantly higher scores on the BPS. The BPS was completed twice by the 
interviewer during the clinical interview: once on the child's behaviour 
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during the 10 minute free play interval BPS (free) (t[94]=3.20, p < .002), and 
again on the child's behaviour during the 10 minute structured task interval 
BPS (structured) (t[94]=4.09, p < .001). The results on the BPS show that 
clinic children, relative to the control children, were rated by the clinician as 
showing significantly less adaptive behaviour during the free play intervaL 
In addition, the behaviour of the clinic group during the structured tasks 
was rated by the clinician as being less appropriate to the task demands than 
the behaviour of the control group. 
(4) Behaviour Change Over Time for Parent-Identified Matched Clinic 
Children and Control Peers on Child and Family Assessment Measures 
To identify the rate of behavioural change over time for the clinic and the 
control groups on the child and family assessment measures, the difference 
scores for the two groups across Time One and Time Two were calculated on 
the child and family assessment measures. This method was chosen as the 
data violated the underlying assumptions necessary for the use of repeated 2 
(group) x 2 (time) mixed design ANOVA. To determine the rate of 
behaviour change for each group, the difference between the total 
behavioural score at Time One minus the total behavioural score at Time 
Two was calculated. Using the difference scores for each group, a series of 
independent t-tests were calculated for each measure, to determine whether 
the effect of the passage of time on the rate of behaviour change for the two 
groups was significantly different. Significance levels for the t-tests were 
adjusted for the fact that a number of tests were performed. Differences 
significant at a = .01 or better were considered reliable. The actual mean 
scores for the clinic and control groups at Time One and Time Two used to 





Mean scores for matched clinic and control children on the child behaviour 
assessment measures used at Time One and Time Two. 
Control (Mean) Clinic (Mean) 
(n = 48) (n = 48) 
Assessment Measure Time One Time Two Time One Time Two t p 
BCL 4.30 4.19 10.24 9.44** 3.32 .0010 
HAS-P 3.45 3.04 6.19 4.52 * 2.02 .0470 
BSQ 3.21 3.73 9.17 6.13** 5.72 .0001 
PBDS .70 .48 2.28 1.27 1.63 .1080 
PSBI 21.58 21.79 16.98 19.06* 2.44 .0170 
PBCS 6.57 4.12 11.55 9.25 .20 .8410 
BPS (free) 1.66 1.69 4.34 3.75 .35 .7240 
PBCL 5.58 3.94 7.81 7.70 1.68 .0970 
HAS-T 1.41 2.54 2.68 4.13 .88 .3800 
* the mean difference score for the control group compared with the clinic group across 
Time One and Time Two was significant at p < .05 . 
**the mean difference score for the control group compared with the clinic group across 
Time One and Time Two was significant at p < .01. 
As shown in Table 3.5, children in the clinic group, compared with children 
in the control group, demonstrated a significantly greater rate of 
behavioural change across the ten month interval on most of the parent 
rated child behaviour measures. 
The mean difference score on the BCL for the clinic group across Time One 
and Time Two was significantly different from the mean difference score for 
the matched control group (t[103]=3.32, p<.001). Both groups were seen as 
showing fewer problem behaviours at Time Two, relative to their 
behaviour scores at Time One. Examination of the mean scores for the two 
groups between Time One and Time Two suggests the rate of behaviour 
change was greater for the clinic group than the control group. On the HAS-
P, the rate of change was greater for the clinic children than the control 
children (t[94]=2.02, p<.047). However, given the conservative level of 
alpha, the result did not reach significance. The mean difference score on 
the BSQ for children in the clinic group differed significantly from the mean 
difference score for chil~ren in the control group (t[94]=5.72, p<.001), with 
the rate of behavioural change across time greater for the clinic group, 
relative to the control group. 
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On the PSBI, the rate of change for children in the clinic group, compared to 
the rate of change for children in the control group (t[94]=2.44, p<.017) 
approached significance. Across the ten month interval, the rate of 
improvement in social competency was higher for the clinic children, than 
the control children, although children in the control group were still rated 
as more socially competent. 
The rates of behavioural change for the two groups across the ten month 
period were not significantly different on the parent rated PBDS, the teacher 
rated PBCL and HAS-T, and the clinician rated PBCS and BPS. Although 
there was a general decrease in the mean scores for both groups across time 
on all measures, except for the HAS-T, the rate of behaviour change as rated 
by the teacher and clinician for the two groups across the 10 months were 
not significantly different. In contrast, on the teacher rated HAS-T, there 
was an increase in mean scores for both clinic and control groups across the 
10 month time period. 
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Discussion for Time Two 
Following a ten month developmental span, examination of the numbers 
of children identified with problem behaviours, showed that a substantial 
number of children in the sample continued to be rated by at least one of the 
informants (parent, teacher or clinician) as showing problem behaviours. 
Nonetheless, there was a decrease in the number of children identified with 
difficult behaviours relative to Time One. Fewer children were identified as 
problematic by either the parent (Time One: 58.59%; Time Two: 42.61 %) or 
clinician (Time One: 42.97%; Time Two: 30.43%). Clearly, behavioural 
problems for some children were transient and remitted across the ten 
month interval without any clinical intervention. Consistent with 
previous research (Earls, 1980; Hagekull & Bohlin, 1992; Jenkins et al., 1980; 
Richman et al., 1982), this finding suggests that the advent of problematic 
behaviours in the preschool population is a relatively common occurrence. 
For many children difficult behaviours were associated with the particular 
developmental stage. 
In contrast to the decrease in the number of children identified by either 
parent or clinician, the number of children identified by the teacher as 
problematic increased across the ten month period (Time One: 22.66%; Time 
Two: 34.78%). Nearly half of these children were identified by the teacher 
for the first time at Time Two. Examination of the ages for the teacher 
identified children indicated that many of the children had reached an age 
where they were among the oldest in their preschool facilities but had not 
yet moved on to school. This suggests the possibility of an age factor being 
involved in their identification. Being the older children in their preschool 
facilities, they may be bored and underchallenged, perhaps engaging in 
negative behaviours that bring them to the attention of their preschool 
teachers. The increase in the numbers of children identified by the teachers 
might also reflect changing teacher expectations. As children approach the 
age at which they move on to school, teachers may begin to expect children 
to start showing behaviours that are more suited to the structured, task 
focused demands of school. 
For some children behaviour problems are temporary and likely related to 
the maturational process. However, it is also clear from the data that for 
some children behavioural difficulties do persist (Jenkins et al., 1984). 




Time One and Time Two showed that for a proportion of the children there 
was considerable stability in identifiable behaviour problems over time. 
From the remaining sample of 115 children, approximately one third of the 
sample were parent identified at both time intervals, while one fifth of the 
sample continued to be teacher identified, and one fifth of the sample 
continued to be clinician identified. Although few studies have followed 
preschoolers longitudinally (Campbell, 1990), recent studies are emerging 
that suggest a proportion of preschool children with early identified and 
severe problems will continue to have difficulties (Campbell, 1994; 
Campbell & Ewing, 1990; Fischer et al., 1984; Richman et al., 1982). 
Consistent with the few previous studies on the behaviour of preschool 
children, the data from the present study indicates that within a community 
sample there is evidence of stability of problem behaviours for some 
children. 
Children with persistent behavioural problems across the ten month 
interval were also rated by their parents as being significantly less socially 
competent. This suggests an association between the stability and severity of 
problem behaviours and poorer social functioning, as proposed by Campbell 
(1987). Children in the persistent group were rated by their parents as 
showing more severe problem behaviours and being significantly less 
socially competent than children in both the Present and Absent groups. 
The occurrence of stable and severe behaviour problems might serve to 
impair children's ability to engage in social interactions with peers and 
interfere in their ability to develop social competency. Alternatively, the 
problematic behaviours of these children may overshadow their social 
skills, and they may be perceived by their parents as less socially competent. 
In addition to children with persistent behavioural problems showing more 
problematic behaviours and being less socially competent, there was 
evidence that stable behaviour problems tended to co-occur with adverse 
family factors. There was a trend for children with persistent and more 
severe problem behaviours to come from more dysfunctional families, 
whose mothers reported greater maternal mental health difficulties. 
Children's stable behavioural difficulties might negatively impact over time 
on family functioning find maternal mental health. Alternatively, less 
functional family interactions and maternal psychological distress may 
contribute to the development and maintenance of children's problem 
behaviours. Life event stress failed to differentiate between the three 
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groups. This may reflect the non-referred status of the sample in that 
parents did not report extreme life event stressors. Studies in the literature 
using both selected samples (Campbell, 1994; Cohen & Bromet, 1992; Egeland 
et al., 1990) and community groups (Richman et al., 1982) have reported a 
similar association between adverse parent and family characteristics and 
the severity and stability of behavioural problems in preschoolers. 
Comparisons between the clinic and control groups on child behaviour and 
family factors showed there were differences between the two groups on 
these variables. However, a degree of caution is warranted in interpreting 
these findings given that some of the children were beginning to change 
their group membership. At the group level, children in the clinic group 
continued to show a similar pattern in problematic behaviours and social 
competency to that obtained at Time One. Irrespective of informant, 
children in the clinic group were rated as having significantly more extreme 
behavioural difficulties, and continued to have difficulties in a range of 
situations that set them apart as a group from their control peers. This is 
despite the fact that over the ten month interval some of the children were 
no longer receiving behavioural scores that met the criteria for assignment 
to the clinic group. The differentiation of children in the clinic group from 
children Jin the control group by clinician and teacher ratings also provided 
continuing support for using parents' report as an accurate information 
source on their children's behaviours (Edelbrock, 1983; Ferguson et al., 1974). 
Children identified as having behaviour problems by their parents were also 
showing difficult behaviours across situations that were recognised by the 
other informants. This finding suggests that there is a correspondence 
between the informants in the ratings of problem behaviours. 
At the group level the families of children in the clinic group also differed 
from the families of children in the control group. Consistent with Time 
One, there was some evidence that children in the clinic group came from 
families that had experienced more life event stressors and had more 
dysfunctional interaction patterns. In addition, at Time Two there was a 
trend for children in the clinic group to have mothers who self reported 
more psychological difficulties. This is in contrast to Time One, where 
children in the clinic and control groups did not differ on maternal mental 
health. The tendency for mothers of children in the clinic group to be 
reporting more psychological difficulties could be attributed to the impact on 
maternal well-being of having a child with behavioural problems. Over 
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time the development and manifestation of behaviour problems may 
impact negatively on maternal mental status and thus increase the 
possibility of psychological problems developing. However, given that the 
association between maternal mental health and preschoolers difficult 
behaviours is only a trend, this explanation is purely speculative. 
Differences found in the present study between children in the clinic group 
and children in the control group on the family variables, suggests that the 
adverse family factors associated with children in clinic samples and selected 
samples reported in the literature (Campbell, 1994; Cohen & Bromet, 1992; 
Rose et al., 1989), also hold for children with problematic behaviours who 
are drawn from the general population. 
Reassessment of the children after ten months enabled the rate of 
behavioural change for the children in the matched clinic and control 
groups to be considered. Children in the clinic group demonstrated a 
sharper drop in the rates of parent and clinician rated behavioural 
difficulties across the ten month interval, compared to control children. 
There is a tendency for extreme scores to regress to the mean with repeat 
measurement (Sattler, 1982). Thus it is possible that the greater movement 
in the scores of the children in the clinic group could reflect this 
phenomena. However, given the large numbers of children in the clinic 
group and the sound reliability of the instruments used, the decrease in 
means scores for the clinic group, relative to the control group, is likely to 
more accurately reflect the improvement of the children's behaviours over 
the ten month time period. It is also possible that the sharper drop in scores 
of the clinic group compared to the control group could occur as a result of 
random errors, however, this is unlikely. For children in the control group, 
whose mean scores were low at both time periods, there appeared to be a 
stability of parent, teacher and clinician rated behavioural scores for some 
measures, and a small decrease in the rates of behavioural scores for others. 
Children in the clinic group showed a greater change in behaviours with 
development than children in the control group. However, given that the 
rates of behavioural difficulty for children in the control group were already 
so low, it was not really possible for them to show the same rate of 
behavioural changes as the clinic group. At the onset of the study, children 
in the control group had fewer parent rated behaviour problems, their mean 
scores on the assessment measures were already low and there was little 
room for improvement. While children in both the clinic and the control 
groups showed improvements in their behaviours across the ten months 
Page 115 
- ::.1 
between assessments, children in the clinic group, whose behaviours were 
initially more extreme, showed a greater improvement in behaviours with 
development. This finding provides further support for the contention that 
for some preschoolers behavioural problems ?tre transient and reflect short 
term stress or a difficult developmental transition, with problem 
behaviours for these children decreasing in meaningful and predictable 
ways with development (Campbell, 1995). 
Interestingly, as the behaviour problems for children in the clinic group 
decreased across the ten month intervat there was a corresponding 
significant increase in social competency. Children in the clinic group 
showed a significantly greater rate of improvement in social competency 
compared to children in the control group. However, children in the 
control group were still rated by their parents as more socially competent 
overall. Furthermore, children in the control group, who were rated by 
their parents as being very socially skilled at Time One, had less room for 
improvement, thus attaining a ceiling effect in social competency. Several 
factors could account for this greater rate of increase in social competency in 
the clinic group. The greater improvement in sociability for the clinic 
children relative to the control children could arise as a result of the 
decrease in problem behaviours. With· fewer problem behaviours being 
demonstrated, children may become more accepted by peers, to be able to 
engage in more positive peer relations and learn to be more socially 
responsive. The improvement in social competency however, could be 
independent of the decrease in problem behaviours. The development of 
social skills and social competency may be developmental and age related, 
thus the children may have shown improved social competency 
independent of their problem behaviours. 
Also interesting, although not significant, was the observation that the 
mean behaviour scores on the HAS-T, a teacher rated measure of 
attention/ deficit hyperactivity behaviours, increased for children in both the 
clinic and control groups. While this result could be an artefact of 
measurement, with different teachers rating the children at each assessment 
stage. It may also be that as the children get older, with some of the children 
already in school and some of the children nearing the transition to schoot 
the teachers ratings are reflecting the differing task demands placed on the 
children and the differing expectations in behaviour. 
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The results at Time Two show that for many children difficult behaviours 
are developmentally related, transient and remit without any clinical 
intervention. However, some children demonstrated a temporal stability of 
problem behaviour as identified by the par,ent; teacher or clinician that 
persisted over the ten month interval. These children appeared to have 
difficulties in a range of situations that differentiated them from their 
comparison peers. In addition, these children with more stable problems 
tended to come from families coping with more adverse family 
circumstances. 
Re-examination of the matched clinic and control groups on the child and 
family variables at Time Two, showed that a similar pattern emerged at 
Time Two as that obtained at Time One, despite some children changing 
groups. Children in the clinic group continued to have higher scores on the 
behavioural measures across settings that set them apart as a group from 
their control peers. Children in the clinic group were also less socially 
competent and tended to come from more adverse family environments. 
Consideration of the rates of behavioural change for clinic and control 
children across the ten month time period showed that both groups 
demonstrated a change in behaviours with development. The decrease in 
behavioural difficulties across the ten month developmental period 
provides additional support for the contention that problem behaviours for 
many children are transient and remit with increasing age. While the clinic 
group showed a greater rate of behavioural change relative to children in 
the control group, this may reflect the already 'normal' range of behaviours 




Overview: Time Three 
In the final phase of the longitudinal aspect of this research on the 
developmental course of behavioural problems, the community based 
sample of children was followed up 10 months after the completion of Time 
Two interviews. This reassessment provides important information on the 
developmental nature of children's problem behaviours over a 21 month 
developmental period. Several areas of interest were examined at this 
phase. Some areas focused on information specific to Time Three only, 
while other areas utilised information obtained from all three assessment 
phases. 
In addition to all the measures that were administered at Time Two, four 
additional measures were introduced. These included a measure assessing 
parental disciplinary strategies, one assessing the parental relationship, one 
assessing the child's self reported perceived competence and social 
acceptance, and one assessing children's social, behavioural and academic 
competencies as rated by their teacher. 
To establish the number of children identified with behavioural problems 
by one of the three informants (parent, teacher, or clinician) descriptive 
statistics for the total sample of children were carried out. By Time Three, 
some of the children grouped into the Absent, Present and Persistent groups 
on the basis of maternal ratings at Time Two, received parent rated 
behaviour scores that no longer met the criteria for their original group 
assignment. Children in the original matched clinic and control groups had 
also been changing groups across the assessment stages. There was therefore 
little to be gained in using the original matched clinic and control 
groupings. To investigate the temporal stability of children's problem 
behaviours, the total sample of children was reassigned into new Absent, 
Present and Persistent groups. Children in the Absent group did not have 
parent identified problem behaviours, except possibly at TO or T1, a duration 
so short as likely to be due to current situational circumstances or transient 
developmental conflicts/ crises; children in the Present group showed some 
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evidence of problem behaviours, but not for more than ten months; and, 
children in the Persistent group showed a temporal stability of problem 
behaviours across all four assessment stages. Parent ratings on the BCL 
and/ or the HAS-P, at all four assessments, formed the basis for the group 
reassignment. Children who were parent-identified at TO and/ or Tl, but 
not at T2 or T3, or who were never parent-identified, were assigned to the 
Absent group. Children who were parent-identified at TO and/ or Tl, and/ or 
T2, but not T3, or were identified at T3 exclusively, were categorised as 
Present. Children who were parent-identified at TO and/ or Tl, and T2, and 
T3, were classified as Persistent. The three groups were then compared on 
the child, parent and family char<;1cteristics measured at Time Three. 
While it was apparent that the three groups (Absent, Present and Persistent) 
differed in the temporal stability of problem behaviours, it was not clear if 
children within the three groups had always differed from one another. To 
investigate whether the three groups differed ·from each other on child 
behaviour and family characteristics at the beginning of the study, the 
groups were re-examined on the child behaviour, family and 
sociodemographic assessment measures completed at Time One. 
The relationships between pervasiveness of child behaviour problems and 
the temporal stability of problem behaviours was examined. Pervasiveness 
of problem behaviours was defined as children with behavioural problems 
identified by all three informants. Persistent problem behaviours were 
defined as those children rated by their parents as showing behaviour 
problems at each assessment stage including Time Three. In addition to the 
relationship between pervasive problem behaviours and persistent problem 
behaviours being examined at Time Three, the relationship between 
problem pervasiveness at Time One and problem persistence at Time Three 
was examined. 
To investigate the strength of the linear relationships between child 
behaviour and family assessment measures, correlational associations were 
conducted. The associations between the various child behaviour 
measures, as rated by different. informants, and the parent rated family 
assessment measures were examined, including the new measures 
introduced to assess parental disciplinary strategies, the parental 
relationship and also the child's perceived competence and social 
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acceptance. The associations between the parent rated family asses.sment 
measures were also examined. 
Time One data was used to predict children's behavioural outcome at Time 
Three. Child, parent and family variables from Time One, thought on a 
theoretical basis to be important in the prediction of the children's 
behavioural scores at Time Three, were used as predictor variables of 
children's behavioural scores at Time Three data. 
Finally, the rate of behaviour change as a function of age was investigated 
for identified problem groups and non-identified peer. To form narrower, 
more homogeneous age brackets in order to identify behavioural changes 
more clearly, the total sample of children was divided into three sequential, 
ten month age bands, based on the children's ages at the Screening Stage (30 
- 39 months, 40 - 49 months, 50 - 59 months). Children in each age band 
were assessed three times (three age bands x three assessment times), 
resulting in the formation of five age bands, representing age increments of 
ten months: 30 - 39 months, 40 - 49 months, 50 - 59 months, 60 - 69 months, 
70 - 79 months. Using information collected at all three assessments, the 
effect of development on children's behaviours was examined using the 
parent, teacher and clinician ratings. Given that children were assessed 
three times, and hence are members of more than one age band, data from 
these comparisons are primarily descriptive, as the multiple group 
membership prevented the data from being analysed statistically. Within 
each age band, children were further divided into two groups (Problems 
Present, Problems Absent) on the basis of cutoff scores on the parent rated 
BCL and/ or the HAS-P. To identify how the behaviours of the children in 
both groups changed as a function of age, using narrower age bands, the 
mean scores for the two groups on the parent rated BCL, the teacher rated 
PBCL, and the clinician rated PBCS were examined. These three measures 
were chosen because they tap similar behavioural domains, provide a 
general behaviour score for each child, and supply an account of the child's 





From the 115 families who participated at Time Two, written informed 
consent to take part in the third and final stage of the study was obtained 
from 101 families. This represented 87.83% of the sample at Time Two and 
78.91% of the original sample of 128 children. Of the 27 (21.09%) families 
who dropped out of the study, 20 (15.62%) families were from the original 
clinic group and 7 families (5.47%) were from the original control group. Of 
the 101 children remaining in the study at Time Three, 58 (57.4%) children 
were male and 43 (42.6%) children were female. They ranged in age from 50 
months to 79 months, with a mean age of 65.21 months. Twenty-six 
(26.26%) children were still in pre-school centres, while 75 (74.74%) were 
enrolled in school. The 14 families who dropped out of the study between 
the second and third assessment phases did so for a variety of reasons. 
Three families were too busy to participate, six families had moved away 
from the area, and five families were unable to be located. 
Measures 
In addition to the measures used at Time Two, several new questionnaires 
were introduced at Time Three to measure constructs which the researcher 
thought were likely to have an influence on children's behaviour. These 
measures were not introduced earlier in the study as there was insufficient 
time prior to commencing the assessments of children at Time Two to fully 
evaluate these measures. The following additional measures were: the 
Dyadic Adjustment Scale to determine the impact of the parental 
relationship on children's behaviours; the Parenting Scale to assess the 
relationship between parental disciplinary_ strategies and children's problem 
behaviours; the Pictorial Scale of Perceived Competence and Social 
Acceptance for Young Children to examine the relationship between 
behaviour and children's self-esteem; and the Teacher-Child Rating Scale to 





The Dyadic Adjustment Scale (DAS; Spanier, 1976) is a 32-item standardised 
questionnaire designed to assess marital adjustment. The DAS has four 
subscales that measure: dyadic consensus, dyadic satisfaction, dyadic 
cohesion, and affective expression, which ~ogether provide an overall 
adjustment score. A total score is derived by summing across all scale items, 
each of which is rated on a six-point ordinal scale (0 to 5), with a higher score 
representing a greater degree of satisfaction. The possible range of scores is 0 
to 160. The DAS has been widely used and has demonstrated adequate 
validity and reliability in the measurement of marital adjustment (Antill & 
Cotten, 1982). 
The Parenting Scale (PS; Arnold, O'Leary, Wolff & Acker, 1993) is a 30 item 
questionnaire that assesses the types of disciplinary strategies parents use 
(see Appendix J). Parents are asked to indicate on a seven point Likert scale 
(1 to 7) their usual responses to their child's misbehaviour. A lower score is 
indicative of more effective discipline strategies. A total score is obtained by 
summing across the items with a possible range of scores from 30 to 210. 
The Parenting Scale has been shown to have good internal consistency and 
test-retest reliability (Arnold, O'Leary, Wolff & Acker, 1993). 
The Pictorial Scale of Perceived Competence and Social Acceptance for 
Young Children (PSPCSA; Harter & Pike, 1984) is a 24 item child self report 
measure of perceived general competence and social acceptance. The scale 
consists of four separate subscales: cognitive competence, physical 
competence, peer acceptance, and maternal acceptance, with six items in 
each subscale. The scale is administered according to standard instructions 
(Harter & Pike, 1983). Using a pictorial format showing common skills and 
abilities of children, each child is presented with two pictures that show a 
same-gender child engaged in an activity. One picture depicts the child as 
very proficient in the task, the other picture depicts the child as not so 
proficient in the task. An accompanying brief statement about each picture 
is read to the child and then the child is asked to choose which picture is 
most like him/her. Once a child has chosen which picture is most like 
him/her, s/he is then asked to decide by pointing to one of two circles, 
whether s/he is "pretty good at the activity" (small circle), or "really good at 
the activity" (big circle). Each question is scored on a four point scale, where 
a score of four indicates a perception of high competence or acceptance, and 
a score of one denotes a perception of low competence or acceptance. The six 




total for each subscale. The possible range of scores for each subscale is thus 
0 to 4. The cognitive and physical competence subscales are then combined 
to form an index of perceived general competence. The peer and maternal 
acceptance subscales are combined to form a second index of social 
acceptance. The PSPCSA has been found to have good reliability and 
validity (Harter & Pike, 1984). 
The Teacher-Child Rating Scale (T-CRS; Hightower, Work, Cowen, 
Lotyczewski, Spinell, Guare & Rohrbeck, 1986) is a 38 item teacher rated 
measure of children's social, behavioural, and academic competencies and 
difficulties. The Scale is in two parts (see Appendix K). Part I consists of 18 
behaviour-orientated items describing school problems, and contains three 
empirically derived subscales: Acting Out, Shy Anxious and Learning Skills. 
Part II consists of 20 items assessing a child's competencies and strengths, 
and contains four empirically determined subscales: Frustration Tolerance, 
Assertive Social Skills, Task Orientation and Peer Social Skills. The T-CRS 
has demonstrated good validity and reliability (Hightower et al., 1986). 
Procedure 
Nine months after the completion of the Time Two assessment, the 
participating families were sent a letter (see Appendix L) and change of 
address form to their last known address. On this form was printed the 
family's last known address and telephone number. All families were asked 
to complete the form and return it in the enclosed pre-paid envelope if any 
of the details had changed. Families were contacted by telephone one 
month later and invited to take part in the third assessment. All families 
who agreed to continue participating in the research were mailed an 
additional information letter (see Appendix L) and a consent form (see 
Appendix I). If families were unable to be contacted by telephone, a consent 
form and information letter inviting their participation in the third 
assessment were mailed to their last known address. 
All families who returned the consent form were sent the following self 
report questionnaires: the Life Events Questions (SLEQ), the General 
Functioning Subscale of the Family Assessment Device (FAD), the General 
Health Questionnaire (GHQ), the Behaviour Check-list (BCL), the 
Hyperactivity Scale-Parents (HAS-P), the Parenting Scale (PS), and the 
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Dyadic Adjustment Scale (DAS). Parents were asked to complete the 
assessment measures and return them in the postage paid envelopes 
supplied. 
Parents were then telephoned to arrange a convenient time for them to 
attend a clinical interview, together with their child. All interviews were 
conducted in the Psychology Department at the University of Otago. To act 
as a reminder, parents were sent an appointment card, a map of how to 
reach the Psychology Department and a parking voucher. To facilita:te 
attendance at the clinical interviews, and to prompt parents who. had failed 
to return the questionnaires, each family was telephoned the night before 
their interview to ensure that the time was still convenient and they were 
able to attend the interview. 
Each one hour semi-structured clinical interview was conducted by the 
researcher, who remained blind to the child's original group membership. 
Each parent and child were welcomed to the Psychology Department and 
given a brief outline of the interview format. The child was then 
encouraged to play freely with the age appropriate toys provided. The toys 
available for the child to play with were: a Tupperware bus, forty wooden 
blocks, five Playskool little people and four Playskool cars, Playskool 
furniture, a construction game called Casette Ensemble, and a book. During 
the free play interval, conversation between the parent and the researcher 
was kept to a minimum, with the parent asked to be available for the child if 
needed, but not to actively engage their child in play. During the ten 
minute free play interval, the activity the child was involved in was 
recorded in written detail by the researcher at one minute intervals. 
At the end of the ten minute free play interval, each child was asked to 
complete two structured tasks. The first of these, the Animal House 
(Wechsler, 1967), was used to assess the child's ability to attend, concentrate, 
perform and complete age appropriate tasks. The second task was the 
Pictorial Scale of Perceived Competence and Social Acceptance for Young 
Children (PSPCSA; Harter & Pike, 1984), used to assess each child's self-
esteem. When each child had completed the PSPCSA, s/he was encouraged 
to continue playing with the toys in the room, while their parent, together 
with the researcher, completed the child behaviour assessment measures 
presented in the following order: the Pro-Social Behaviour Interview (PSBI), 
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the Behaviour Screening Questionnaire (BSQ), and the Pre-school 
Behaviour Diagnostic Schedule (PBDS). 
At the completion of each interview, after the parent and child had left, the 
child's behavioural and emotional responses d.uring the free play interval 
and while completing the structured tasks were rated by the researcher on 
the following schedules: the Pre-school Behaviour Clinical Schedule (PBCS) 
and the Behaviour Profile Schedule (BPS). The Behaviour Profile Schedule 
was rated twice, once on the child's behaviour during the free play interval 
and again on the child's behaviour while they completed the structured 
tasks. 
As at the previous assessment stages, the researcher obtained collateral 
information from each child's current kindergarten/pre-school/play-
group/school teacher. Each teacher was telephoned, given an explanation 
for the research and invited to participate in the study. A letter explaining 
the continuation of the study (see Appendix L), a photocopy of the parental 
consent form, a teacher consent form (see Appendix I) and three 
questionnaires: the Preschool Behaviour Checklist (PBCL), the Hyperactivity 
Scale (HAS-T), and the Teacher-Child Rating Scale (T-CRS; Hightower et al., 
1986) were mailed out to each child's teacher to complete and return. 
Telephone reminders were made to teachers who had not returned the 
questionnaires after three weeks. 
Teachers completed and returned 87 (86.1 %) Preschool Behaviour 
Checklists, 87 (86.1 %) Hyperactivity Scales, and 87 (86.1 %) Teacher-Child 
Rating Scales. Of the 87 T-CRS questionnaires completed by the teachers, 16 
(15.84%) of the questionnaires were unable to be used in the analyses as they 
were returned by the teachers with missing data points. This was due to 
teachers feeling unable to comment on some areas of the children's social, 
behavioural or academic competencies or difficulties. Teachers from one 
primary school which fourteen of the children attended, were unwilling to 
complete the questionnaires due to their already heavy workload. 
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Results at Time Three 
The results from the Time Three assessment are presented as follows: (1) 
descriptive statistics for the total sample showing numbers of children with 
problem behaviour as identified by the three informants (parent, teacher 
and clinician); (2) group comparisons between parent-identified Absent, 
Present and Persistent groups of children, on family sociodemographic 
characteristics, child behaviour and family functioning; (3) relationships 
between pervasiveness of child behaviour problems and the temporal 
stability of problem behaviours; (4) relationships between child behaviour 
and family assessment measures; (5) predictors of children's behavioural 
scores at Time Three; and, (6) rate of behaviour change as a function of age 
for identified problem groups and non-identified peers . 
(1) Presence of Problem Behaviour: Descriptive Statistics 
(1.1) Presence of Problem Behaviour at Time Three: Parent, Teacher, and 
Clinician Report 
Children with current behavioural ratings above the cutoff criteria by the 
parent, teacher, or clinician, or who were nominated as having behaviour 
problems by either the teacher or the clinician, were labelled as With 
Problems. This category was divided into three groups. Children who were 
identified for the first time at Time Three classified as Newly Nominated. 
Children who were identified at each assessment stage labelled as Persisters. 
The remaining children in the With Problems category were those who 
were currently identified, and who had also been identified at a previous 
assessment stage, but not persistently. Children who were not currently 
identified as showing behaviour problems were categorised as Without 
Problems. In the Without Problems category there was a further group of 
children who were never identified as having behavioural difficulties, 
classified as Never Nominated. The number and percentage of children 
currently identified with and without problems by the parent, the teacher, or 
the clinician at Time Three are presented in Table 4.1. 
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Table 4.1 
Number of children identified with problem behaviours by parent, teacher, 
or clinician at Time Three. 
Time Three 
(n = 101) 
Problem Behaviour Parent Teacher Clinician 
n (%) n (%) n (%) 
With Problems 28 27.72 17 16.83 22 21.78 
- Newly Nominated 7 6.93 5 4.95 
- Persisters 23 22.77 4 3.96 12 11.88 
Without Problems 73 72.28 84 83.17 79 78.22 
-Never Nominated 32 31.68 48 47.52 27 26.73 
As shown in Table 4.1, the number of children identified as having 
behavioural difficulties at Time Three, compared to the numbers at 
previous assessments, has dropped steadily across the four assessments. 
Examination of the table also shows that three core groups of children have 
emerged who show persistent behavioural problems over a 20 month 
period as identified by the parent, the teacher, or the clinician. 
(1.2) Number of Children Identified with Behaviour Problems According to 
Single and Multiple (Two and Three) Informants 
As at Times One and Two, children at Time Three could be identified as 
having significant behaviour problems by more than one informant, and 
hence in more than one situational context. The number and percentage of 
children identified as having behaviour problems according to one, two and 
three informants, together with those showing no evidence of behaviour 





Number and percentage of children with behaviour problems according to 
one, two and three informants. 
Currently No Identified Identified Identified Total Percent 
Evidence of a By One By Two By Three of Children 
Problem Informant Informants Informants with 
Time Only Problems 
n (%) n (%) n (%) n (%) n (%) 
Three 57 56.43 27 26.73 11 10.89 6 5.94 44 43.56 
As shown in Table 4.2, 57 (56.43%) children showed no evidence of problem 
behaviours. Twenty-seven (26.73%) children were identified as having 
behaviour difficulties by one informant only. Of these children, 16 (15.84%) 
were parent-identified, six (5.94%) were clinician-identified, and 5 (4.95%) 
were teacher-identified. Eleven (10.89%) children were identified as having 
behaviour problems by two informants. This included five (4.95%) children 
identified by both parent and clinician, 1 (0.99%) child identified by both 
parent and teacher, and five (4.95%) children identified by both teacher and 
clinician. A further six (5.94%) children were identified as having 
behaviour difficulties by all three informants. 
Comparison with results at Time One and Time Two show that across the 
20 month developmental period, the number of children identified as 
having behaviour problems irrespective of informant has dropped from 
71.09% at Time One to 43.56% at Time Three. Given the possibility that this 
reduction in the number of children with problem behaviours over the 
time period may have reflected a bias drop out rate of children with more 
severe problem behaviours, the attrition rate between Time One and Time 
Three was investigated to ensure that the decrease in the number of 
children with problem behaviours reflected a 'true' reduction in the 
children's behavioural scores and did not occur as a result of selective 
attrition, with children with the most problematic behaviours leaving the 
study between Time One and Time Three. Examination of the mean 
behavioural scores at Time One of children with problem behaviours who 
remained in the study, with those who left the study, did not show any 
significant difference in mean behavioural scores between the groups. 
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(2) Group Differences Between Parent-Identified Absent, Present and 
Persistent Groups on Sociodemographics, Child Behaviour and Family 
Functioning 
Utilising the additional data provided by assessment of the children at Time 
Three, the total sample was reassigned into groups on the basis of parent 
ratings at all four of the assessment stages (TO, T1, T2 and T3), representing a 
21 month developmental period. Children who had been parent-identified 
at TO and/ or T1, but not at T2 or T3, or who had never been parent-
identified, were assigned to the Absent group. Children who were parent-
identified at TO and/ or T1, and/or T2, but not T3, or were identified at T3 
exclusively, were categorised as Present. Children who were parent-
identified at TO and/ or T1, and T2, and T3, were classified as Persistent. 
(2.1) Group Comparisons Between Absent, Present and Persistent Groups on 
Child Behaviour and Family Assessment Measures 
The performance of the three groups were compared on each of the child 
behaviour and family assessment measures. Child behaviour and family 
measures were examined for group and gender differences using 3 (Absent, 
Present, Persistent) x 2 (gender) ANOV A. Since these analyses did not yield 
significant gender or gender by group interactions, the data was collapsed 
across gender and examined using a series of one-way ANOV A. When a 
significant main effect of group was obtained, post hoc Scheffe tests were 
performed. To minimise the possibility of type I errors occurring, a more 
conservative level of a = .01 was chosen. The mean scores and SDs for the 
child behaviour and family assessment measures for the three groups, 
separated by gender are presented in Table 4.3. Also presented in the Table 
are the calculated F and p-values for the three groups, collapsed across 
gender, on the child behaviour and family assessment measures. 
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Table 4.3 
Mean scores for the absent, present and persistent groups on assessment measures at Time Three 
Absent Present Persistent 
Male Female Male Female Male Female 
(n = 30) (n := 22) (n = 14) (n = 12) (n = 15) (n= 8) 
Measure M SD M SD M SD M SD M SD M SD F p 
Parent Completed Child Behaviour Measures 
BCL 3.77 1.91 4.14 1.86 6.00 2.01 5.83 2.07 11.27 4.10 12.88 4.04 74.67 .0005 
HAS-P 3.03 1.45 2.32 1.23 3.29 1.88 2.92 1.76 4.67 2.59 4.63 2.73 8.04 .001 
Child Behaviour Measures Completed During the Clinical Interview 
BSQ 3.40 1.64 3.18 1.73 5.29 1.99 4.08 1.85 6.87 4.99 10.75 4.63 28.99 .0005 
PBDS 1.13 1.01 0.59 1.28 1.00 1.94 1.92 1.66 1.73 2.32 3.25 2.11 5.22 .005 
"'"d 
PSBI 21.73 2.75 21.77 2.56 20.93 3.23 20.67 3.09 19.60 3.52 17.00 3.19 8.20 .001 
Pl 
~ Parent Completed Family Assessment Measures 
~ FAD 18.47 5.43 17.00 5.54 17.62 4.45 18.50, 4.55 20.33 4.00 21.29 4.05 2.62 .07 VJ 
o· GHQ 15.37 8.56 17.00 9.01 15.08 11.03 21.67 11.42 18.60 11.64 23.63 11.89 1.45 .24 
SLEQ 0.73 0.63 1.05 0.86 0.62 0.54 1.42 0.99 1.21 1.27 1.00 1.34 .37 .69 
PS 79.33 11.89 79.05 11.75 92.67 18.13 98.90 18.68 94.00 18.45 99.38 18.39 11.98 .0005 
DAS 108.61 16.17 114.05 16.89 107.85 15.34 108.00 15.87 107.38 16.37 98.80 16.43 1.44 .24 
Clinician Completed Child Behaviour Measures 
PBCS 4.10 2.97 2.73 2.56 8.50 4.99 4.75 4.15 5.67 6.54 10.75 7.13 6.59 .005 
BPS (f) 1.00 0.89 1.00 0.93 2.93 2.07 2.42 2.01 2.87 3.12 4.75 3.56 11.11 .0005 
BPS (s) 1.00 1.76 1.00 0.84 2.29 2.33 2.83 2.21 2.00 3.02 5.63 4.89 5.34 .005 
Child's Perceived Competencies 
PSPCSA 3.14 1.21 3.01 1.47 3.19 1.09 3.21 1.76 3.12 1.92 3.09 1.38 1.28 .65 
Teacher Completed Child Behaviour Measures 
PBCL 5.04 3.78 3.95 3.99 3.09 4.35 5.50 4.56 7.17 5.36 8.29 5.92 3.29 .04 
HAS-T 3.25 2.34 2.76 2.17 2.45 2.03 2.92 1.79 4.67 3.28 4.29 3.09 2.98 .06 
T-CRS 73.22 14.12 66.56 15.02 68.89 18.12 74.00 18.19 82.89 18.01 90.29 18.33 5.24 .007 
Parent Rated Child Behaviour Measures 
As the BCL and the HAS-P were used to assign subjects to groups, it was 
expected that the three groups would differ significantly on these measures. 
Not surprisingly, a significant main effect of' Group [F (2, 100) = 74.67, p 
<.0005] was obtained on the BCL. Examination of the post hoc Scheffe tests 
indicated that children in the Persistent group had significantly higher 
mean scores than children in both the Present and Absent groups. In 
addition, children in the Present group had significantly higher mean scores 
than children in the Absent group. Attention-deficit/hyperactivity 
behaviours identified using the HAS-P, showed a significant effect of Group 
[F (2, 100) = 8.04, p <.001]. Post hoc Scheffe tests showed that the mean scores 
of children in the Absent and Present groups were significantly lower than 
the mean scores of children in the Persistent group. The mean behavioural 
scores for the three groups differed significantly on the BSQ [F (2, 100) = 
28.99, p <.0005]. Scheffe tests indicated that children in the Persistent group 
had significantly higher mean scores than children in both the Present and 
Absent groups. On the PBDS, the main effect of Group was significant [F (2, 
100) = 5.22, p <.005]. Inspection of the Scheffe tests indicated that the mean 
behavioural scores of children in the Persistent group were significantly 
higher than the mean scores of children in the Absent group. Finally, 
children in the three groups differed significantly on the PSBI, a measure of 
social competency [F (2, 100) = 8.20, p <.001]. Post hoc Scheffe tests showed 
that the children in the Persistent group had significantly lower mean social 
scores than children in the Absent groups. 
Parent Rated Family Assessment Measures 
No significant main effects of Group were obtained on the FAD, a measure 
of family functioning; the GHQ, a measure of maternal mental health; or 
the SLEQ, a measure of life event stressors experienced by the family. In 
addition there was no significant main effect of Group on the newly 
introduced DAS, a measure of the parental relationship. 
Examination of parents' disciplinary strategies on the newly introduced PS 
showed a significant main effect of Group [F (2, 84) = 11.98, p <.0005]. 
Examination of the Scheffe tests indicated that the mean scores for parents 
Page 131 
of children in both the Present and Persistent groups were significantly 
higher than the mean scores for parents of children in the Absent group. 
Teacher Rated Child Behaviour Measures 
Examination of children's behaviours for the three groups, as rated by their 
teachers, showed that on the PBCL the effect of Group [F (2, 86) = 3.29, p <.05] 
approached significance, indicating there was a trend for the mean scores for 
the three groups to be different, with children in the Persistent group 
having higher mean scores. On the HAS-T, a measure of attention-
deficit/hyperactivity behaviours, there was no significant main effect of 
Group [F (2, 86) = 2.98, p >.05]. 
A significant main effect of Group [F (2, 68) = 5.24, p <.01] was obtained on 
the newly introduced T-CRS, a measure of children's social, behavioural 
and academic competencies and difficulties. Scheff€ tests showed that 
children in the Persistent group had mean scores that were significantly 
higher than the mean scores of children in both the Present and Absent 
groups. 
Clinician Rated Child Behaviour Measures 
Investigation of children's behaviours for the three groups, as rated by the 
clinician, showed a significant main effect of Group [F (2, 100) = 6.59, p <.005] 
for the PBCS. Post hoc Scheff€ tests indicated that children in both the 
Persistent and Present groups had mean scores that were significantly higher 
than the mean scores of children in the Absent groups. 
On the BPS, rated on the child's behaviour during the ten minute free play 
interval, a significant main effect of Group [F (2, 100) = 11.11, p <.0005] was 
obtained. Post hoc Scheff€ tests showed that the mean scores of children in 
both the Persistent and Present groups were significantly higher than the 
mean scores of children in the Absent group. Children's behaviours rated 
on the BPS during the structured tasks interval showed a significant main 
effect of Group [F (2, 100) = 5.34, p <.005]. Scheff€ tests indicated that the 
mean scores of children in the Persistent groups were significantly higher 
than the mean scores of children in the Absent group. 
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Child Perceived Competencies 
Examination of the children's perceived competencies showed that no 
significant main effect of Group [F (1, 100) = 1.28, p >.05] was obtained on the 
Pictorial Scale of Perceived Competence and Social Acceptance. 
(2.2) Comparison at Time One of the Parent-Identified Absent, Present and 
Persistent Groups of Children on the Sociodemographic Characteristics 
The sociodemographic characteristics measured at Time One for the Absent, 






Family sociodemographics: absent, present and persistent groups of children 
and the total data set. 
Sociodemographics 













- birth father and mother 
-birth mother and stepfather 
- birth mother only 
- birth father only 
- adoptive parents 
- foster parents 






- Birth mother 
- Adoptive mother 
-Foster mother 
Mean age of Mother 
Mother's education 
- No school certificate 
-School cert. in 2 or 3 subj. 
-Sixth form subj. or UE 
- Uni bursary or scholarship 
- Overseas qualifications 
- Post secondary diploma 
- University degree 
- Other school qualification 
Mother's occupational class 
- SE class 1 
- SE class 2 
- SE class 3 
- SE class 4 
- SE class 5 
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Table 4.4. Continued. 
Sociodemographics 
Mother's ethnic group 
- NZ European 
- NZ Maori 
-Other 
Father's relationship 
- Birth father 
- Adoptive father 




- No school certificate 
- School cert. in 1 + subjects 
- Sixth form subjects or UE 
- Uni bursary or scholarship 
-Overseas q ualification 
- Post secondary or diploma 
- University degree 
- Other school qualification 
-Unknown 
Father's occupational class 
- SE class 1 
- SE class 2 
- SE class 3 
- SE class 4 
- SE class 5 
- SE class 6 
-Unemployed 
-Unknown 
Father's ethnic group 
- NZ European 








- $20,000 or less per year 
- $40,000 or less per year 









































































































































































































































































































































Chi-square analyses were conducted to determine the independence of 
group on each of the demographic variables which appeared to differ across 
the groups. Analyses were carried out on the following sociodemographic 
variables: living arrangements, current relationship of birth parents, 
maternal and paternal education, paternal occupation, and family income. 




collapsing of the categories for the measured demographic variables were 
carried out in the same way as for the parent-identified clinic and control 
groups at Time One. 
The Absent, Present and Persistent groups of children appeared very similar 
on the following variables: number of siblings, birth order, relationship to 
mother and father, maternal and paternal education, age of mother, 
maternal occupation, maternal and paternal ethnic group, and housing. 
Chi-square analyses conducted on these demographic variables indicated 
there were no significant differences between the groups on these variables. 
The families of children in the Absent, Present and Persistent groups 
differed significantly from each other in their living arrangements [X2 (2, 
N=100)= 17.49, p < .0005]. Post hoc partitioning showed that significantly 
fewer children than expected in the Absent group, compared with the 
Present and Persistent groups, were living in single parent families [X2 (1, 
N=100)= 5.93, p < .05]. Significantly more children in the Present group were 
living in single parent families than children in the Persistent group [X2 (1~ 
N=100)= 12.30, p < .001]. Given this, it was not surprising that the three 
groups also differed significantly in the current relationship of their birth 
parents [x2 (2, N = 100) = 7.80, p < .02]. Partitioning indicated that the parents 
of children in the Absent group were significantly more likely to be living 
together, than the parents of children in the Present and Persistent groups 
[x2 (1, N = 1oo) = 6.01, p < .05]. 
The fathers of children in the three groups differed significantly in terms of 
their occupational category [X2 (3, N = 100) = 12.96, p < .01]. Post hoc 
partitioning indicate9. that the fathers of children in the Present and 
Persistent groups were less likely to be employed in professional or 
administrative work, compared to the fathers of children in the Absent 
group [x2 (1, N = 100) = 8.42, p < .01]. Moreover, families of children in the 
three groups differed significantly on income [X2 (2, N = 99) = 14.97, p < .005]. 
Compared to children in the Absent group, the family income of children in 
the Persistent and Present groups, were less likely to be over $40,000 [X2 (1, N 
= 99) = 4.20, p < .05], while the family income of children in the Absent 
group was significantly more likely to be above $20,000, compared with the 
families of children in the Present and Persistent groups [X2 (1, N = 99) = 
6.28, p < .05]. In addition, the family income of children in the Persistent 
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group, compared to children in the Present group was less likely to be over 
$4o,ooo [x2 (1, N = 99) = 4.22, p < .05]. 
These results show that at Time One fewer children in the Present and 
Persistent groups, than would be expected by chance, lived in two parent 
families, with more birth parents of children in the Present and Persistent 
groups having separated. The fathers of children in the Present and 
Persistent groups were less likely to be employed in higher status 
occupational classes, and their families were more likely to have lower 
incomes, compared to the families of children in the Absent group. 
(2.3) Comparison at Time One of the Absent, Present and Persistent Groups 
on the Child Behaviour and Family Assessment Measures 
To examine whether differences existed between the parent identified 
Absent, Present and Persistent groups at Time One, a series of one-way 
(Group x Measure) ANOVA were conducted on the assessment measures 
completed at Time One. While the results of the analyses are not presented 
in detail, the mean scores, SD, calculated F and p-values for each measure 
are summarised in Table 4.5. 
Table 4.5 
Mean scores for absent, present and persistent groups on child behaviour 
and family functioning measures at Time One. 
Absent Present Persistent 
Measure (n =52) (n =26) (n = 23) F p 
M (SD) M (SD) M (SD) 
Parent completed child behaviour measures 
BCL 6.04 4.07 8.81 3.32 13.17 4.11 30.12 .0001 
HAS-P 4.50 3.09 5.10 2.72 6.69 2.67 4.91 .01 
BSQ 4.63 3.92 7.03 3.92 10.48 4.27 19.63 .0001 
PBDS 1.09 1.54 1.10 1.56 3.22 3.29 10.99 .0001 
PSBI 20.62 4.16 19.61 4.72 13.83 6.18 18.48 .0001 
Clinician completed child behaviour measures 
PBCS 7.09 5.54 9.45 7.73 13.78 7.72 9.33 .0002 
BPS (free) 2.12 2.91 3.26 3.38 5.26 3.72 8.71 .0003 
Teacher completed child behaviour measures 
PBCL 6.35 4.07 7.29 4.95 7.87 6.19 1.08 .34 
HAS-T 1.73 . 2.79 1.45 2.19 3.09 3.55 2.57 .08 
Parent completed family functioning measures 
GHQ 2.88 3.82 4.22 5.80 2.61 3.37 1.29 .27 
FAD 113.33 19.53 120.06 17.74 124.78 12.96 4.07 .02 
SLEQ 1.09 1.39 1.42 1.56 1.61 1.67 1.27 .28 
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At Time One, significant differences existed between the groups on parent 
and clinician rated child behaviour measures. Thus suggesting that at Time 
One,· children within the groups were showi;ng differences in behavioural 
functioning that were recognised by their parents and the clinician as 
behaviours that set them apart from their more normally functioning peers. 
There were no statistically significant differences between the groups on 
parent rated family functioning measures and teacher rated child behaviour 
measures. 
(3) Relationship Between Problem Pervasiveness and Problem Persistence 
The relationship between pervasive problem behaviours and persistent 
problem behaviours was determined. Six children showed pervasive 
difficulties at Time Three in that they were identified as having behavioural 
problems by all three informants (Refer Table 4.2). Moreover, all six 
(100.0%) of these children were also identified as showing persistent 
behavioural difficulties, in that they were rated by their parents as showing 
behaviour problems at each assessment stage including Time Three. 
At Time One, 15 children were identified as having pervasive behavioural 
problems by all three informants, with 10 of these children remaining in the 
study until Time Three. Examination of the relationship between problem 
pervasiveness at Time One and problem persistence at Time Three showed 
that six (60.0%) of the ten children who were pervasive at Time One and 
who remained in the study until Time Three, went on to have persistent 
problem behaviours as rated by their parents at Time Three. Four of these 
six children were children not identified as pervasive at Time Three. 
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(4) Linear Association Between Child Behaviour Measures and Family 
Assessment Measures 
(4.1) Parent, Teacher, or Clinician Rated Child Behaviour Measures and 
Parent Rated Family Assessment Measures 
The degree of linear associations between the parent rated child behaviour 
and family functioning measures and the teacher and clinician rated child 
behaviour measures were assessed using Pearson product-moment 
correlations. Scatterplots were drawn to ensure that the relationships 
between each pair of variables was linear. As a number of correlations were 
conducted, a conservative level of significance was chosen (a = .01) to 
minimise the possibility of Type I errors occurring. Correlations between 
these measures are presented in Table 4.6. 
Table 4.6 
Correlations between child behaviour measures and family measures for 






* p ::;.os 
** p::; .01 
Parent Rated Family Measures 
GHQ SLEQ PS 
.17 .15 .40** 
.11 -.01 .17 











Parents' ratings of their children's behaviour on the BCL were significantly 
correlated with ratings of their disciplinary strategies on the Parenting Scale 
(r = .40, p s .01), suggesting an association between child behaviour problems 
and dysfunctional disciplinary strategies. Parents' ratings of their 
disciplinary strategies were also significantly although moderately correlated 
with the clinician's ratings of their child's behaviour on the PBCS (r = .29, p 
s .01), indicating a linear relationship between less effective disciplinary 
strategies and clinician identified problem behaviours. 
There was a modest negative linear relationship between levels of marital 
satisfaction on the DAS and ratings of children's behavioural difficulties on 
the BCL (r = -.24, p s .05). 
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The child's perceived competence and social acceptance as rated on the 
PSPCSA was not significantly correlated with parent, teacher or clinician 
rated child behaviour measures. This result is not surprising given that 
there was little variability in scores on this measure, and that all the 
children were drawn from the community and had not been selected on the 
basis of clinical difficulties. 
(4.2) Linear Associations Between Parent Rated Family Assessment 
Measures 
To investigate the degree of relationship between parent rated measures that 
tapped various family stressors, Pearson product-moment correlations were 
calculated for the various family variables. Correlations of these measures 
are presented in Table 4.7. 
Table 4.7 





* p:::; .05 











Maternal ratings of marital satisfaction on the DAS were negatively 
correlated with discipline strategies (r = -.23, p :::; .05), indicating that greater 
levels of marital satisfaction are related to more functional parental 
disciplinary styles. Marital satisfaction was also positively correlated with 
family functioning (r = .66, p :::; .01). Thus higher levels of marital 
satisfaction are associated with more efficacious family functioning. Finally, 
marital satisfaction was negatively correlated with maternal mental health 
(r = -.25, p :::; .05), suggesting that maternally perceived marital satisfaction is 
associated with mental health well being. 
Parental disciplinary styles rated using the Parenting Scale were also 
significantly though moderately associated with ratings on the FAD (r = .36, 
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p ::; .01), indicating that more efficacious parental discipline strategies are 
associated with more effective family functioning. 
(5) Predictors of Children's Behavioural Scores at Time Three 
To identify predictors of children's behavioural scores at Time Three from 
scores on measures at Time One .. Correlations between the childbehaviour 
and family measures at Time One and scores on the parent rated child 
behaviour measure at Time Three were computed for the total sample. 
Maternal mental health and life events stressors were unrelated to 
children's behavioural scores on the BCL at Time Three. 
Table 4.8 
Correlations between child behaviour and family measures at Time One 
and Time Three . 
Measures BCL (Tl) Income 
BCL (at T3) .71 ** -.35* 
BCL (at T1) -.41 ** 
* p::; .001 
* * p::; .0001 













Based on these bivariate correlations, a hierarchical multiple regression 
analysis was conducted with the BCL scores at Time Three as the dependent 
variable and children's behavioural scores on the BCL, family income, 
family functioning (FAD), and children's social competency (PSBI) at Time 
One as the (predictor) independent variables. Because children's scores on 
the BCL at Time One was significantly correlated with children's scores on 
the BCL at Time Three, it was entered in the first block as a control variable. 
Family income was entered in the second block as a measure of 
socioeconomic status, followed by the family functioning measure in the 





Multiple regression predicting child behaviour at Time Three, from child 
behaviour and family variables at Time One. 
Total Sample of Children at Time Three 
Predictor R R2 R2L). pL). p 
BCL .730 .533 .533 93.60 .0001 
Income .736 .542 .009 1.50 .2290 
FAD .751 .564 .022 4.04 .0478 
PSBI .763 .582' .018 3.49 .0655 
As can be seen in Table 4.9, the child's behaviour on the BCL at Time One 
and family functioning each contributed significant variance to later child 
behaviour ratings on the BCL at Time Three. Family income and social 
competency did not have independent variance in common with the later 
child behavioural ratings, despite the significant bivariate correlation. The 
multiple R was .76, F(4, 798) = 27.51, p < .00001, with 58.2% of the variance 
accounted for by the predictor variables. 
(6) Individual Behaviour Change as a Function of Age 
To investigate the rate of behavioural change as a function of age using 
narrower, more homogeneous age brackets, the total sample of children was 
divided into three sequential ten month age bands, based on their ages at the 
Screening Stage (30 - 39 months, 40 - 49 months, 50 - 59 months). Children 
in each age band were assessed three times (three age bands x three 
assessment times), resulting in an overlapping of age bands. For analysis, 
the age groups were combined into five age bands, representing age 
increments of ten months: 30 - 39 months, 40 - 49 months, 50 - 59 months, 
60 - 69 months, 70 - 79 months, on the basis of age at each of the three 
assessment stages. Since all children were assessed three times, the same 
children appear in more than one age band. 
Children within each age band were further divided into two groups. The 
first group consisted of children whose total scores on the parent-rated BCL 
and HAS-P were below the cutoff criteria of eight at each assessment time. 
This was taken to denote an absence of parent rated behaviour problems 
(Problems Absent). The second group contained children whose total scores 
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on either the parent-rated BCL or HAS-P were above the cutoff criteria of 
eight at the assessment time. This indicated a presence of parent rated 
behaviour problems (Problems Present). To investigate how the behaviours 
of the children in both groups changed as a function of age, the mean scores 
for the two groups on the parent rated BCL, the teacher rated PBCL, and the 
clinician rated PBCS were examined. These three measures were chosen 
because they tap similar behavioural domains, provide a general behaviour 
score for each child, and supply an account of the child's behaviour across 
differing situational contexts as rated by different informants. 
(6.1) Mean Scores for Problems Absent and Problems Present Groups on the 
Parent Rated BCL 
Given that the BCL was used to define the children into either the Problems 
Present or Problems Absent group, it was not surprising that children in the 
Problems Present group had higher mean scores for each age band than 
children in the Problems Absent group. Examination of the five age bands 
showed that for children in both the Problems Absent and Problems Present 
groups there appeared to be a downward trend in mean scores with 
increasing age. An exception to this for both groups was for children aged 
between 60 - 69 months who had an increase in mean scores. The mean 
scores and standard deviations on the BCL for each age band, separated into 
absence and presence of behaviour problems, is presented in Table 4.10. 
Table 4.10 
Mean BCL scores by age band on the basis of parent identified absence or 
presence of behaviour problems. 
Parent Identification 
Age Bands Problems Absent Problems Present 
(months) n M (SD) n M (SD) 
30-39 14 4.86 1.66 21 11.14 4.77 
40-49 41 4.00 1.88 38 11.00 3.69 
50-59 60 3.87 1.80 58 10.26 3.97 
60-69 54 4.33. 1.80 24 11.33 3.52 
70-79 23 2.96 1.88 11 10.18 4.07 
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(6.2) Mean Scores for Problems Absent and Problems Present Groups on the 
Teacher Rated PBCL 
Children assigned to the Problems Present group on the basis of parent 
ratings obtained higher mean scores on the teacher rated PBCL compared 
with children in the Problems Absent group, indicating a corroboration of 
parental rating by the teacher's independent rating. The mean PBCL scores 
for each age band showed a general decrease in average score as a function of 
increasing age. An exception to this downward pattern for both groups was 
an increase in mean score for children aged 70 - 79 months. Table 4.11 
shows the mean scores and standard deviations on the PBCL for each age 
band, separated into absence and presence of behaviour problems. 
Table 4.11 
Mean PBCL scores by age band on the basis of parent identified absence or 
presence of behaviour problems. 
Parent Identification 
Age Bands Problems Absent Problems Present 
(months) n M (SD) n M (SD) 
30-39 14 6.07 2.77 21 9.00 4.54 
40-49 40 5.02 4.13 38 7.18 5.37 
50-59 60 4.75 5.07 58 7.29 5.93 
60-69 49 4.71 4.12 22 6.82 6.18 
70-79 23 5.47 4.76 7 7.14 5.34 
(6.3) Mean Scores for Problems Absent and Problems Present Groups on the 
Clinician Rated PBCS 
The mean scores for children in both groups on the clinician rated PBCS 
followed a similar downward trend with increasing age as shown by 
children on the parent rated BCL and the teacher rated PBCL. Children in 
the Problems Present group had higher mean scores than children in the 
Problems Absent group, suggesting a corroboration of parental rating by the 
clinician's independent rating. For children in the Problems Present group, 
there appeared a quite marked drop in mean scores between 40- 49 months 
and 50- 59 months, and another marked dip between 50- 59 months and 60 
- 69 months. Children in the Problems Absent group had a greater decline 
in mean scores after 50 - 59 months. The mean scores and standard 
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deviations on the PBCS for each age band, separated into absence and 
presence of behaviour problems, are summarised in Table 4.12. 
Table 4.12 
Mean PBCS scores by age band on the basis of parent identified absence or 
presence of behaviour problems. 
Parent Identification 
Age Bands Problems Absent Problems Present 
(months) n M (SD) n M (SD) 
30-39 14 5.57 5.05 21 14.05 8.33 
40-49 41 6.34 5.36 38 12.76 8.22 
50-59 60 6.60 5.11 58 8.50 6.99 
60-69 54 3.93 4.04 24 5.75 6.15 
70-79 23 2.96 4.58 11 5.54 3.45 
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Discussion Time Three 
Data from the final assessment at Time Three indicated that the number of 
children identified as having behaviour· problems had decreased, 
irrespective of informant. Nonetheless, a number of children were still 
identified with current behavioural difficulties, indicating that the presence 
of behavioural difficulties in this age group is common. From the total 
sample remaining at Time Three, 28% of the children were identified with 
behavioural difficulties by their parent, 17% were identified by their teacher, 
and 22% were identified with behaviour problems by the clinician. Given 
that over half the sample was initially selected on the basis of parent 
identification of problem behaviours, it is not surprising that the obtained 
rates of problem behaviours are higher than those reported in the literature. 
Results from epidemiological studies have reported the prevalence of 
behavioural problems in young children in the general population as 
between one in five to one in ten (Esser, Schmidt & Woerner, 1990; 
Richman et al., 1982; Simonian et al., 1991). 
For some of the children problem behaviours were stable over time. 
Examination of the data showed that approximately one in five children 
had parent reported behavioural difficulties that persisted across the four 
assessment stages. Although over half the children were initially selected 
on the basis of parent identification of problem behaviours, which could 
elevate the numbers of children showing a persistence of problem 
behaviours, the numbers of children who showed temporal stability of 
problem behaviours was still high. This is especially significant given that 
the sample was recruited from the community, and that none of the 
children had come to the attention of mental health professionals. The 
stability of behavioural difficulties for some of the children has important 
implications for parents and health care professionals, as these children may 
well require clinical assistance to modify their behavioural difficulties and 
ameliorate the behavioural challenges they present to their parents and 
others. 
Data at Time One was re-examined in an effort to establish whether children 
with persistent problem behaviours at Time Three were in fact a unique and 
readily identifiable group on the basis of their original presentation. 
Examination of the behavioural scores on the parent rated child behaviour 
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assessment measures at Time Ope indicated that children with persistent 
parent reported behavioural difficulties had significantly higher mean 
behavioural problem scores at the beginning of the study. Their mean 
scores were significantly higher on both patent rated and clinician rated 
measures, compared to those children who showed some evidence of 
problem behaviours, and those children who showed no evidence of 
problem behaviours. It is important that children with persistent parent 
identified problem behaviours, as a group, also had higher behavioural 
scores at Time One on the clinician rated measures. This demonstrates the 
identification by parent report of children with problem behaviours was 
corroborated by clinician report. Thus, the identification of children with 
persistent behavioural problems as having more severe initial behaviours 
was disentangled somewhat from solely maternal report. This finding 
suggests that children drawn from the community who show initially more 
severe behaviours are more likely to continue to have behavioural 
difficulties. This is consistent with previous research using specially 
selected and high risk samples that have reported initial problem severity as 
an associative factor in problem persistence (Campbell & Ewing, 1990; 
Egeland et al., 1990; Richman et al., 1982). 
Another important factor to consider when determining the seriousness of 
difficult behaviours, is the impact of the children's behaviour on those 
around them. Campbell (1995) suggests that one of the criteria which 
should be used in deciding how maladaptive difficult behaviours are, is 
whether the problem behaviours are evident in several settings and with 
people other than the parents. Given the relatively high rates of reported 
behavioural difficulties in the study, the question arises as to when parents 
should be concerned about their children's behaviours. From the children 
who were identified as showing parent reported persistent problem 
behaviours at Time Three, a group emerged who showed behavioural 
problems that were pervasive in nature, displaying behavioural difficulties 
across situations that were identifiable by all three informants at Time 
Three. Moreover, examination of the relationship between problem 
behaviour pervasiveness at Time One and problem behaviour persistence at 
Time Three showed that children with pervasive problem behaviours also 
had difficult behaviours that were reasonably stable over time, 60 percent of 
children with pervasive problems at Time One had problem behaviours 
that persisted across all four assessment stages. These results suggest that 
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the occurrence of behavioural difficulties in multiple situations may be an 
important contributing factor in the persistence of problem behaviours. 
Previous reports in the literature, using clinic q.nd specially selected samples, 
suggest that children showing persistent behavioural difficulties are more 
likely to be living in single parent families (Campbell et al., 1991), to come 
from families with lower socioeconomic status (Bird et al., 1989; Campbell et 
al., 1982; Costello, 1989), to have parents with fewer academic qualifications, 
(Velez, Johnston & Cohen, 1989), and to have paternal unemployment or 
underemployment (Jensen et al., 1990; Seifer et al., 1992). In light of these 
findings we questioned whether a community sample of children showing 
temporal stability of problem behaviours were more likely to come from 
families experiencing similar adverse circumstances. Examination of the 
sociodemographic characteristics for the three groups of children (Absent, 
Present and Persistent) showed a number of related demographic factors 
which differentiated between the three groups. Fewer children in both the 
Present and Persistent groups lived in two parent families, compared with 
children in the Absent group, with greater numbers of birth parents of 
children in both the Present and Persistent groups having separated. 
Compared with the fathers of children in the Absent group, the fathers of 
children in the Present and Persistent groups were more likely to be 
employed in lower status jobs, with lower family incomes. These results 
suggest that young children drawn from the community and identified as 
showing evidence of behavioural problems or persistent behavioural 
difficulties come from families experiencing a similar pattern of adverse 
family circumstances to those reported in studies using clinic and specially 
selected samples Qensen et al., 1990; Stanger et al., 1992). 
These findings highlight the potential role of family adversity in the 
development and maintenance of behavioural difficulties in young 
children. Although few researchers have attempted to identify the 
mechanisms by which these adverse sociodemographic factors influence 
child outcome, it seems likely that limited parental education and/ or 
financial and material resources constrain options and experiences for 
parents. This results in parents having to function in an atmosphere of 
stress and hardship, which may compromise their quality of parenting. 
Stressed parents are preoccupied, upset and less available to their children, 
who during their preschool years are likely to be at their most demanding, 
requiring constant physical care, nurturance and attention. Masten, 
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Garmezy, Tellegen, Pellegrini, Larkin & Larsen (1988) have taken the 
association between adverse family environments and problematic 
behaviours one step further. They propose that risk factors exert a 
cumulative stressor effect on children, with incremental increases in family 
and environmental adversities resulting in an increasing degree of 
behavioural difficulty. This suggestion appears to be supported by the 
results. Notably, children in the Present and Persistent groups, compared to 
children in the Absent group, were more likely to come from families 
experiencing a constellation of difficult life circumstances, providing 
support for the contention that the greater the number of risk factors present 
in the child's environment the more marked the incidence of adverse 
outcome (Garmezy, 1993). Thus over time, in an atmosphere of family 
hardship, the degree of problem behaviours may increase in severity. 
In addition to adverse sociodemographic factors, a number of family 
functioning characteristics have been identified in the literature as correlates 
of problem behaviour persistence. In the present study we investigated 
whether these factors were associated with the temporal stability of 
problematic behaviours in a community sample. The parents of children in 
the three groups (Absent, Present and Persistent) differed significantly on 
parental disciplinary strategies. The parents of children in the Persistent 
group had less effective parenting styles as measured by the Parenting Scale, 
compared with parents of children in the Absent group. Examination of the 
relationship between children's behaviours as measured by the Behaviour 
Checklist and their parents' disciplinary strategies as measured by the 
Parenting Scale showed a significant though modest correlation. This 
suggests that more problematic behaviours, were associated with less 
effective parental strategies, a finding that is consistent with previous 
research using specially selected samples of children (eg., Gardner, 1989; 
Kuczynski et al., 1987). 
The direction of the relationship between parental disciplinary strategies 
and children's behavioural problems is uncertain. It is not clear whether 
less functional parenting styles contribute to the development and 
maintenance of problem behaviours (Gardner, 1989; Kendziora & O'Leary, 
1993). Conversely the parents of difficult children may be forced to resort to 
more coercive and punitive styles in an attempt to modify their children's 
behaviour and effect child compliance (Dumas & Wahler, 1985). 
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Previous research with both clinic and community samples have outlined 
various adverse parent and family factors that are associated with problem 
behaviours in young children (eg., Campbell, 1995; Dadds & Powell, 1991; 
McGee, Partridge, Silva & Williams, 1991; Richman et al., 1982). 
Investigation of the effects of parent and family factors on children's 
behaviours in the three groups of children (Absent, Present and Persistent) 
showed that in contrast with this previous research, measures of marital 
satisfaction, maternal mental health, life event stress and family 
functioning did not differentiate between the three groups. The 
relationship between scores on the family assessment measures and the 
children's behavioural scores as measured by the Behaviour Checklist 
showed very little association between these measures and difficult 
behaviours. This suggests that the relationship between children's 
behaviours and adverse parent and family factors is much lower in this 
study than that found in previous studies. These discrepant findings may be 
an artefact of the questionnaires used and the domains they measure, rather 
than suggesting that parent and family characteristics bear no influence on 
the presence and persistence of children's problematic behaviours. 
Moreover, it is unlikely that the presence of adverse parent or family factors 
could fail to impact on or influence children's behavioural development. In 
addition, children from this study were drawn from the community and 
were assigned to their groups on the basis of arbitrary cutoff scores on parent 
rated measures. Their degree of problem behaviour was likely to be lower 
than children in clinic and high risk samples. Weaker associations between 
problem behaviours and adverse family factors may also be a reflection of 
how the sample was selected. 
When child behavioural and family scores at Time One were examined 
using regression analysis, children's behavioural scores and family 
functioning obtained at Time One predicted children's behavioural scores at 
Time Three. Children with higher rates of behavioural difficulty, in the 
context of family dysfunction, continued to receive higher behavioural 
scores on the child behaviour measure 20 months later. This result 
illustrates that continuing problems in children were associated with initial 
problem levels and family dysfunction, suggesting that the family context 
may play a role in the stability of children's problem behaviours. This 
finding is consistent with the finding of Campbell et al. (1994) who suggested 
that in addition to initial problem behaviour levels as predictive of later 
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problem behaviour levels, adverse family functioning was also predictive of 
problem behaviour levels at follow-up. 
Interestingly, children with problem behaviours were not discriminated 
from their peers on the measure assessing perceived competence and social 
acceptance. While self-esteem is thought to be a protective factor for 
children, able to buffer the effects of family adversity (Seifer et al., 1992), 
there was no difference between the children on this measure. It may be 
that children of this age have not yet incorporated a complete sense of their 
self and their abilities. The effect of high self-esteem on children's 
behaviours may not show up till some time in the future when children are 
older and more able to compare themselves and their perceived 
competencies and abilities with their same aged peers. 
Within this study an age range of 30 months was used for the sample. It 
could be argued that 30 months is a large range for children of this age group 
which may obscure changes in behaviour. However, division of the 
children into narrower, more homogenous age bands, to enable a more 
detailed examination of the natural course of children's behaviours, 
revealed a pattern of behavioural change that was similar to the 
behavioural pattern that emerged using the total sample. In general, for the 
teacher and clinician rated behavioural assessment measures, the level of 
children's behavioural difficulties by age band decreased with increasing age 
for both groups of children (Problems Absent, Problems Present). On the 
teacher rated measure there was an increase in the mean behavioural score 
for children in the Problems Absent group aged between 70 -79 months. 
This increase in mean scores within this age band may be related to 
changing teacher expectations. As the children are no longer new entrants 
to school, they would be expected to conform to the structured task demands 
of the school environment and would have increasing demands being 
made on them. Behaviours that may have been previously unnoticed in 
the less structured environment of the preschool, may now become very 
salient within the classroom. Moreover, some children may react 
negatively to the pressure of task demands, engaging in more negative 
behaviours that bring them to the attention of their teachers. 
In contrast to the children's scores by age band on the teacher and clinician 
rated behavioural measures, there was little change in parent rated mean 
scores for children by age band in the Problems Absent group. This suggests 
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the existence of a floor effect for children in this group, their mean scores 
were already very low, with little room for continual behavioural 
improvement. For children in the Problems Present group their parent 
rated mean behavioural scores remained generally stable across the age 
bands, and did not decrease with increasing age. Given that for many 
children behavioural problems are transient and remit with increasing age, 
it was expected that there would be a decrease in children's mean 
behavioural scores with age. Some of this behavioural stability could be 
attributed to group selection criteria, as to be in the Problems Present group 
children's behavioural scores had to be above predefined cutoffs. For 
children in both groups there was an increase in mean behavioural scores 
between 60 - 69 months. The increase in mean behavioural scores within 
this age band coincides with the transition to school and the changing 
demands placed on children from the structured school environment. The 
children may react to the stress of the school transition with increased 
behavioural difficulty manifested in the home. In addition, children may be 
tired and easily frustrated after a full day of school. 
Overall, the results at Time Three indicate that the occurrence of problem 
behaviours is common during the preschool years. For many children their 
difficult behaviours are developmentally linked and remit with increasing 
age. A core group of children were identified who continued to manifest 
problem behaviours. For many of these children initial severity of problem 
behaviours was related to temporal stability of difficult behaviours, 
especially in the context of family dysfunction. In addition, severity of 
problem behaviours was also associated with pervasiveness of problem 
behaviours across different situational contexts. Children who developed 
persistent problem behaviours were more likely to have initially more 
severe behaviours that were shown in differing situational contexts. 
Moreover, children with behavioural problems and persistent difficulties 
were more likely to come from families challenged by parental separation, 
paternal underemployment, and lower family incomes, whose parents used 




Research interest in the behaviour problems of children has typically 
focused on the school aged child. In comparison, interest in, and knowledge 
of, the behaviour problems of younger children has lagged behind. The 
present study examined the natural course, pervasiveness, and temporal 
stability of problem behaviours in a community sample of preschool aged 
children who had never received treatment from mental health 
professionals. In addition, the relationships between problem behaviours 
and child, parent, and family characteristics were examined. In this chapter, 
the main findings from the study are highlighted. This is followed by a 
discussion of the methodological issues, the clinical implications of the 
findings, and the study's limitations. Finally, future directions for research 
in this area are proposed. 
The Natural Course of Problem Behaviours 
The rates of problem behaviours, as reported by the parents, indicated that 
the occurrence of behavioural difficulties during the preschool years is 
common. The data from the Screening Stage showed that approximately 
one third of the community sample of preschoolers were identified by 
parents as having behavioural problems. To examine whether these 
behavioural difficulties reflected signs of emerging problems, likely to 
interfere with child functioning, or were transient problems linked to the 
developmental stage, the behaviours of children with and without problem 
behaviours were followed over a 21 month developmental period. 
For the majority of children in the study, behavioural difficulties were 
transient and remitted with increasing age in the absence of any 




problem behaviours over the 2010 months of assessment occurred 
irrespective of informant (parent, teacher, or clinician). This suggests that 
during the preschool years, many children show age specific problem 
behaviours that are developmentally linked. , 
The number of children identified with behavioural problems differed 
according to informant. This was due in part to sample selection, with more 
than half the sample made up of children whose parents had identified 
them as having problem behaviours. Differences in the reported rates of 
behavioural difficulty were not unexpected. Indeed, the literature clearly 
reports that the overlap between informants is not especially high across a 
range of problem behaviours (Achenbach et al., 1987). Identification of 
behavioural difficulties is affected by the environmental demands on the 
child, the informants familiarity with child development, and the amount 
of contact each informant has with the child. Thus, while reporting of 
behaviour problems differed in the present study, this variability may reflect 
valid interpretations specific to the informants and contexts, rather than a 
lack of veracity. 
Despite the differences in reporting rates, the overlap between parents and 
the other informants was greater than 60%. This suggests that for the most 
part mothers were identifying problem behaviours which were not unique 
to the home setting. The overlap of maternal report with teacher or 
clinician report also suggests that mothers are identifying 'real' problem 
behaviours in their children. This finding provides important validation 
for the use of parental report as a source of information on children's 
behaviours. It suggests that mothers are able to provide an accurate and 
valid assessment of their children's behavioural functioning. 
In addition to charting the natural course of problem behaviours, the 
subgroups of problem persistence and problem pervasiveness were 
investigated. Across the 21 month developmental period, a core group of 
children emerged whose problem behaviours showed temporal stability. 
From the original parent identified sample, approximately one fifth of the 
children continued to be identified by their parents as showing behavioural 
10 Information on the children was obtained from parents at four assessment stages over a 21 
month time period. However, data from the teachers and the clinician was collected at 





problems at each assessment stage. Examination of the initial scores for 
these children on the parent rated child behavioural assessment measure 
supported the hypothesis that poorer behavioural outcome is associated 
with initial severity of problem behaviours. 
Pervasiveness of problem behaviour was also associated with increasing 
severity of problem behaviours, as indicated by the children's higher mean 
behavioural scores. This finding provides support for the hypothesis that 
children who show cross-situational behavioural problems are likely to 
have an increasing degree of impairment across a range of differing 
situations. It appeared that the children who show pervasive behavioural 
problems in the study were for the most part the children who have a 
greater degree of behavioural difficulty that persisted across time. The 
present results support the growing body of evidence suggesting that 
children who have a greater level of impairment across multiple contexts 
are more likely to show a persistence in problematic behaviours (Campbell, 
1987; Campbell et al., 1994). 
Problem Behaviours and Family Correlates 
Results from the study suggest a general association between children's 
problem behaviours and adverse family circumstances. Children with 
problem behaviours were, as a group, more likely to be members of families 
experiencing increased levels of adversity. Using the subgroups of problem 
persistence and problem pervasiveness, this section focuses on the 
associations between problem persistence, problem pervasiveness, and 
parent and family correlates. 
The persistence of problem behaviours was clearly associated with family 
adversity. Children with problem behaviours that persisted across the 21 
months of the research period were likely to be members of families that 
had experienced parental separation, paternal unemployment or 
underemployment, fewer financial resources, and whose parents used less 
efficacious disciplinary strategies. While children with problem behaviours 
were generally associated with family adversity, children with persistent 
problems came from families with a greater degree of adverse family 
circumstances. 
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Preschool children may be especially vulnerable to the combined impact of 
adverse sociodemographic and family stressors. Children at this age have 
fewer cognitive, social, and emotional resources to assist them in 
overcoming early problems on their own, and are almost totally dependent 
upon parents to meet their emotional and physical needs. The presence of 
family stressors may make parents less available for their children. With 
parents psychologically absent, children may engage in negative behaviours 
as a means of gaining parental attention. Alternatively, the children may be 
lacking parental guidance or modelling in terms of appropriate behaviour. 
Early behavioural difficulties in the context of family adversity may herald 
the beginnings of problematic behaviours that will endure and interfere 
with children's functioning. 
Given that children with persistent problem behaviours were more likely to 
come from families experiencing a higher level of family adversity, it could 
be argued that their higher behavioural scores occurred as a result of 
maternal bias. Elevated maternal ratings could reflect the perceptions of 
mothers overwhelmed by family and environmental difficulties. Campbell 
et al. (1991) has suggested that parents under stress are likely to be less 
positive and patient with their children and as a result perceive their 
behaviours more negatively. However, most of the children in the study 
who were identified by their parents as having stable problem behaviours 
were also showing pervasive behavioural difficulties. The corroboration of 
maternal report by teacher or clinician report was important in enabling 
problem behaviour identification to be disentangled somewhat from solely 
maternal report. Although teachers and the clinician were largely unaware 
of the adverse family circumstances impacting on the family, they 
nevertheless recognised the expression of behavioural difficulties by many 
of the preschoolers. This finding suggests both that parents are an accurate 
information source on their children's problem behaviours, and that a 
relationship exists between persistent and pervasive behavioural problems 
in preschool aged children drawn from the community. 
Children with pervasive behavioural problems, identified by two or three 
informants, were more likely to come from families with poorer 
functioning who were experiencing increased life event stress. This finding 
provides support for the hypothesis that children who show cross-
situational behavioural problems are likely to be members of families 
experiencing greater family and environmental adversity. Thus, aspects of 
Page 156 
the family appear to be related to poorer child behavioural outcome. 
Therefore, when investigating problem behaviours in preschoolers, it is 
important to consider the family and environmental context within which 
individual children grow up. 
Overall, the results from this study demonstrate that children with 
behavioural problems are more likely to be living in families experiencing 
increased family and environmental adversity. This finding indicates that 
children with difficult behaviours, drawn from the community, are likely to 
come from families experiencing a similar pattern of adverse family 
circumstances to those who present clinically (Campbell et al., 1991; Egeland 
et al., 1990; Shaw, Vondra, Dowdell-Hommerding, Keenan & Dunn, 1994; 
Sameroff & Seifer, 1990). In addition, the sub-groups of problem 
pervasiveness and problem persistence demonstrate that children with 
pervasive problems and children with persistent problems are more likely 
to come from families experiencing a greater degree of family and 
environmental hardship. 
Gender Differences in Behavioural Problems 
The evidence for gender differences in the presence of behaviour problems 
in preschoolers is equivocal. While several studies have considered gender 
differences in preschool aged children's problem behaviours (Luk et al., 
1991; Richman et al., 1982; Stallard, 1993), the majority of studies have found 
no clear gender differences in behaviour (Campbell, 1995; Cornely & 
Bromet, 1986; Stallard, 1993). Therefore, in the present study consideration 
was given to the existence of specific gender differences in children's 
problem behaviours. Irrespective of informant, no gender differences were 
identified in children's behavioural scores among the problem and non-
problem groups in this study, suggesting that gender differences are not 
marked during the preschool years. 
The absence of gender differences in problem behaviours most likely stems 
from the developmental level of the preschool children. If, as has been 
suggested in the literature, gender differences arise as a result of social 
learning and socialisation practices (Erne, 1979), with societal norms 
dictating how behaviour is shaped, the lack of gender differences in this 
study may be related to the children's developmental stage. Although the 
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formation of a gender identity and the development of a gender role has its 
early beginnings during the preschool years (Berns, 1994), gender identity is 
not firmly formed at this time. Preschool aged children have yet to clearly 
identify with the same sex, to internalise soci~tal norms and standards, and 
to form a stable gender role. 
Social Competency and Behavioural Problems 
The relationship between social competency and children's problem 
behaviours was also examined. The results from the present study 
demonstrated that across all the assessment stages there was a relationship 
between the presence of problem behaviours and the children's level of 
social skills. Children with behavioural problems were perceived by their 
parents as less socially competent than their comparison peers. This finding 
is consistent with the results from a recent study by Campbell (1994), using a 
specially selected sample of hard~to-manage children and comparison peers. 
She found that children with problem behaviours were rated as less socially 
skilled by both their parents and teachers. Therefore, children with problem 
behaviours, drawn from the general population, demonstrated a similar 
relationship between social competence and problem behaviours as that 
found using a specially selected sample. 
Using the sub-groups of problem persistence and problem pervasiveness, 
the results demonstrated there were differences in the levels of social skills 
across the behavioural groups. Children with persistent behavioural 
problems were less socially skilled than children showing a presence of 
problem behaviours and the control peers. In addition, children with 
pervasive problem behaviours, shown in two or more situations, were 
significantly less socially competent than their peers who were identified by 
one informant only and the control peers. These results suggest that 
increasing degrees of problem severity are related to lower levels of social 
competency. 
Overall, there is strong support for a relationship between behavioural 
problems and social competency. However, the path by which these two 
factors influence each other is unclear. Children with fewer social 
competency skills may develop maladaptive behaviours in an attempt to 
gain peer attention. Researchers have suggested that the existence of 
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behavioural problems can result in peer rejection (Ladd, 1990; Olsen & 
Brofield, 1991), with socially isolated children more likely to become 
withdrawn, antagonistic, and aggressive towards their peers (Asher, 1983; 
Dodge, 1983). These disruptive behaviour_s alienate the child's peers, 
resulting in peer avoidance and rejection. The rejected child may then 
intensify inappropriate or annoying behaviours in an attempt to gain 
acceptance, resulting in further rejection (Campbell, 1990). Alternatively, 
children with difficult behaviours are less likely to have the opportunity to 
develop prosocial behaviours. The presence of behaviour difficulties may 
prevent the child from engaging in social interactions with others, 
minimising the opportunities for prosocial behaviours to be learned, 
manifested, and then rewarded (Salkind, 1990). 
The relationship between increasing social competency and decreasing 
problem behaviours could arise as a result of a third variable - children's 
increasing age. The increase in social competency may occur independently 
of the decrease in problem behaviours, but appear linked because both 
factors are developmentally related and therefore dependent upon age. As 
children become more cognitively and emotionally mature they may 
become more socially skilled, and more able to initiate and maintain social 
interactions independent of problem behaviours. 
Methodological Issues 
Several methodological issues have implications for the present study. 
Considered in the following section are the impact of defining problem 
behaviours on the basis of global scores, statistical and clinical differences in 
behaviour, difficulties inherent in using questionnaires, characteristics 
within the informants that affect judgement, and the problem of defining 
behaviour as problematic by different measures. 
In this study, responses obtained from the behavioural questionnaires were 
used to provide a total score regarding the children's behaviours. The 
behaviours of the children were defined as problematic on the basis of 
scores above a defined cutoff on the parent or teacher completed 
questionnaires. Using a total score in this way has the potential to obscure 
the specific pattern of children's behavioural problems. Children can have 





Global scores do not address constellations of symptoms and therefore do 
not afford a means of understanding underlying behavioural dimensions. 
However, as a first line of investigation of behavioural problems in 
preschoolers, the use of a total score on a q11estionnaire yields important 
information about global problems and the parent and family factors 
associated with such problems. As a second step, research attention can 
then be given to examining the specific types of problems preschoolers 
experience, the underlying behavioural dimensions of these problems, and 
the child, parent, and family factors associated with their manifestation. 
Using defined cutoffs on questionnaires is not the only way to identify 
problem behaviours in children. Classifying behaviour as problematic 
simply on the presence or absence of difficulty derived from a checklist may 
not reflect 'true' difficulty. While behaviour may be statistically significant 
on the basis of predefined criteria, with children obtaining behavioural 
scores that are statistically different from their comparison peers, the 
behaviour may not be considered clinically significant. For a difficult 
behaviour to be considered clinically significant, the behaviour should be 
maladaptive for the child, impacting on the child's functioning with adults 
and peers, and inhibiting their ability to achieve age appropriate 
developmental tasks. In this study, children with initially more severe 
behavioural scores, who had behavioural problems in more than one 
situational context, were likely to have problem behaviours that would 
persist, thereby interfering in their functioning with parents and peers. 
This suggests that, optimally, consideration of problem behaviours needs to 
also take into account the cross situational context in which problematic 
behaviours are manifested, the time since onset of difficult behaviours, and 
the degree of impairment in functioning for both the child and those the 
child associates with (Campbell, 1995). 
Questionnaires were used in this research to provide important 
information on children's behavioural development. Using questionnaires 
has merit in the study of preschool children's behaviours as they are easy to 
administer and interpret, and provide more objective and reliable 
information than projective techniques and clinical interviews (Edelbrock, 
1983). However, difficulties arise when using questionnaires to chart 
children's behavioural developmental over time. Within this research, a 
group of children were identified who showed parent reported persistent 
problem behaviours on the child behavioural measure over the 21 months 
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of assessment. Over time, however, items within the questionnaires 
became redundant, emphasising the need for items that are relevant for a 
diverse range of ages. However, given the rapidity with which children are 
developing in the cognitive, emotional ancl physical domains it seems 
unlikely that questions can be formulated that would be relevant across a 
comprehensive range of ages. Thus, to effectively track children's 
behavioural development over time there needs to be equivalence and 
overlap in measures that monitor children's changing and developing 
abilities and competencies. It is important to know what a score on one 
measure means in relation to another measure, and how one score on one 
measure corresponds to a score on a differing measure. 
In the present study, behaviour was also defined as problematic on the basis 
of teacher and clinician nomination. While every effort was made to 
ensure consistency of clinical judgement between the two clinical 
researchers, this was not possible with the teachers. Characteristics of 
teachers influence the way in which they perceive and assess children 
(Edelbrock, 1983). Teachers differ in their sensitivity and tolerance of 
behavioural problems, their personalities, their abilities to deal with 
behaviour differences on the part of children, their expectations regarding 
children, and the number of competing demands on their time. Therefore, 
factors within the teachers would have been influential in affecting which 
children the teachers nominated as problematic. 
Clinical Implications 
The present study has identified a number of factors which appear to play a 
role in the development and persistence of problem behaviours. Given the 
potential contribution of these factors in the onset and maintenance of 
problem behaviours, attention should be given to the presence of these 
factors in the clinical setting. 
While there is no 'gold standard' behavioural score to indicate which 
children will continue to have problem behaviours, both the initial severity 
and the pervasiveness of the problem behaviours appear to be important 
factors in determining the temporal stability of problems. Therefore, when 



























intervention, important indicator factors are the degree of problem severity 
and the cross-situational nature of the problems. 
In addition, the results from this study indic.ate that, as a group, children 
with behavioural problems, drawn from the community, come from 
families experiencing a similar constellation of adverse demographic and 
family factors as clinic samples of children. This suggests that children's 
problems are likely to develop and persist in the context of other problems 
within the family. This indicates that the presence of adverse parent and 
family characteristics are associated with children's problem behaviours and 
therefore need to be attended to in the clinical setting. 
Assessment of children's problem behaviours must span diverse situational 
contexts such as the home, the preschool, and the clinic. Within this study 
mother's report was used as an information source on children's 
behaviours. The overlap of maternal report with teacher or clinician report 
indicates that in this study mothers are an accurate information source on 
their children's problem behaviours. This suggests that mothers are 
sensitive to, and have an understanding of, children's behavioural 
variations, with their concerns occurring as a result of significant problem 
behaviours. The corroboration of maternal report by teacher or clinician 
report suggests that mothers' concerns about their children's behaviours are 
valid and should be attended to in the clinical setting. 
The associations between problem pervasiveness, problem persistence, 
lower levels of social competency, and higher degrees of parent and family 
adversity, suggest the importance of early identification of children in 
possible need of intervention programs. Services need to be available for 
children who are not showing clinically significant and severe behaviour 
problems that may bring them to the attention of mental health 
professionals, but who are showing the beginnings of difficulties that may 
impact on their functioning with parents and peers, interfering in their 
ability to develop age appropriate skills. Resources can be provided while 
children are still preschoolers and their behaviours are more malleable, 
before they move on to school. The provision of resources can assist in 
modifying possible negative behavioural outcome in an attempt to prevent 







Limitations of the Present Study and Directions for Future Research 
Several limitations were identified in the present study and are addressed in 
the following section. In addition, future dire~tions for research in this area 
are proposed. 
It is important to consider that over half the sample used in the present 
study was selected on the basis of behavioural difficulties identified by the 
mother. Therefore, the problem behaviours of the preschool sample 
reflected parent identified behavioural patterns. It is not known whether 
teachers and the clinician are identifying similar or different patterns of 
problem behaviours as those reported by the parents. It may be that while 
the same child is identified as having problem behaviours by the different 
informants, their judgements may be based on quite separate constellations 
of behavioural difficulties. Future investigation needs to examine whether 
teachers and clinicians report the same behavioural difficulties as parents, 
and whether the difficult behaviours have similar underlying behavioural 
dimensions. 
As mothers are still the primary caregivers for preschool aged children, it 
was logical and practical to use mothers as a source of information on their 
children's behaviours, and to investigate characteristics within the mother 
that may impact on the child. While some data on fathers was collected 
from the mothers, only mothers reports of problem behaviours was 
obtained. Despite the lack of attention given to fathers in both this study 
and in research in general (Phares, 1992; Phares & Compas, 1992), it is 
important to acknowledge that fathers have a significant and central role in 
the family. Future research should examine factors within the father that 
might impact on the child and family. This involves investigating the 
influence of paternal characteristics on children's behaviours directly, and 
the mechanisms through which these effects may be exerted. 
It is also important that the degree of overlap between parents' reports is 
established. The reports by parents of their children's behaviours may be 
affected by their tolerance of problem behaviours, their expectations 
regarding behaviour, and the amount of contact they have with their 
children. Parents may therefore validly contribute different information on 
their children's behaviours. Most childhood disorders are based on 'yes' or 
'no' judgements of whether a descriptive feature of a particular behaviour is 
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present or absent. In view of this, a low correspondence between parents' 
reports has important implications for clinical diagnoses, which are usually 
based on the presence or absence of descriptive features of a particular 
behaviour. 
Within this research, data were analysed to chart the natural course of 
problem behaviours and to determine the child, parent and family 
correlates of problem behaviours. Clear associations were demonstrated 
between children's problem behaviours and a constellation of adverse 
maternal and family characteristics. It is likely that there are a variety of 
different routes to the development of problem behaviours. A factor can be 
causal of problem behaviours in one situation and a consequence of 
behavioural problems in another. For example, marital discord may lead to 
the development of problem behaviours in one child, whereas in another 
the occurrence of difficult behaviours may result in marital discord. Of 
importance for future investigation is examining how parent and family 
characteristics are linked with children's behavioural difficulties, 
considering the mechanisms by which parent and family variables serve to 
impact on children's behaviour and vice versa. Important directions for 
future research include examining both proximal characteristics that exert a 
direct effect on the parent-child relationship as well as the more distal 
features that exert a more indirect influence such as adverse family variables 
and environment stressors. 
In addition to further examination of child, parent, and family factors that 
place children at increased risk for developing behavioural difficulties, 
future research needs to examine the parent and family characteristics that 
protect children and reduce the risk of behavioural difficulties developing 
and persisting. It is necessary to consider characteristics of the mother and 
father, and aspects of the par~nt-child relationship that could protect 
children from development and maintenance of problem behaviours. 
Researchers cannot infer that factors opposite to the putative risk factors 
thought to be associated with the development and persistence of problem 
behaviours are protective factors. Factors that serve to modify or ameliorate 
the impact of adverse parent and family characteristics on children's 
behaviour need to be studied directly, with consideration given to the 






A strength of the present research was the use of a longitudinal research 
design. Using a prospective longitudinal research design has enabled the 
documentation of the natural course of children's behavioural 
development. While longitudinal research is, time and labour intensive on 
both researchers and subjects, and more costly than cross-sectional designs, 
the value of this longitudinal research cannot be under-estimated. It is 
through the longitudinal nature of this research that an increased 
understanding was gained of the developmental sequences of children's 
problem behaviours, including continuity and discontinuity in children's 
difficult behaviours, the frequency of behavioural problems, and the 
stability of problem behaviours. Moreover, following the preschool aged 
sample enabled investigation of the relationships between adverse parent 
and family characteristics and children's problem behaviours. 
This research has provided an excellent and comprehensive data base 
developed on children's behaviours and associated parent and family 
correlates. It is important that the foundation of knowledge developed from 
these children continues to be built upon. The challenge is for future 
students of developmental psychopathology to further investigation into 
children's problem behaviours, and every effort should be made to follow 
these children through the school years. This would enable continued 
examination of the developmental sequences of children's behaviours, and 
the pathways and mechanisms by which child, parent and family 
characteristics influence behavioural changes. 
"Because of the high cost of treating psychopathology in children and the devastating 
long term consequences if such psychopathologies are left untreated, it would be of great 
benefit to society to prevent difficulties before they begin ... Once we are able to 
identify risk and protective factors in children, programs may be designed to strengthen 
the protective factors in an at-risk population ... However, before any such programs 
are designed, it is important to identify which risk and protective factors are of 
greatest clinical significance and in which specific group of children." (Grizenko & 
Fisher, 1992, p.711). 
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CHECK LIST FOR PARENTS 
Below is a list of behaviours which are often seen in children. 
For each question, please put a cross (X) in the box which you think applies 
best to your child at the present time. 
Name of child .....•..................•............. · • 
Name of parent filling the form ..........................•.................... 
Date .............•••.............. 
1 • Usually has a good appetite 
Sometimes has a poor appetite 
Nearly always has a poor appetite 
2. Not faddy about eating 
Has a few fads, won 1 t eat certain things 
Very faddy, won 1 t eat ma:1y different foods 
). Never wets at night 
Wets the bed up to once or twice a week 
Wets the bed 3 or more times a week 
4. Never wets during the day 
Wets during the day up to once or twice a week 
Wets during the day 3 or more times a week 
Completely bowel trained. Never dirties pants 
Occasionally soils, up to once or twice a week 
Soils pants 3 or more times a week 
6. Easy to get to bed and to sleep 
Some difficulties in settling at bedtime 






























1 .3 • 
Hardly ever wakes at night 
Sometimes wakes at night 
Frequently wakes at night and difficult' to settle 
Never sleeps with parent 
Occasionally sleeps with parent because upset or 
doesn't want to sleep alone 
Frequently sleeps with parent because upset or 
doesn't want to sleeD alone 
Not active enough 
Not markedly active 
Very active 
Too active, won 1 t sit still for meals or at other times 
for more than 5 mins. 












Concentration 5-15 mins. or verJ variable I I 
Hardly ever concentrates for more than 5 mins. on play indoors c=J 
Not clinging, can easily be left with people he/she knows 
Gets upset if away from mother but gets over it 
Very clinging: can 1 t be left with others 
Independent: doesn 1 t ask for a lot of attention 
Sometimes asks for a lot of attention, follows mother 
around all day 
Demands too much attention, follows mother around all day 
Easy to manage and control 
Sometimes difficul~ to manage or control 



















Doesn 1 t have temper tantrums 
Sometimes has tantrums (lasting a few minutes) 
Has frequent or long temper. tantrums 
Usually happy except far brief periods, when tired far instance 
Sometimes miserable or irritable 
Frequently miserable or irritable 
Not a worrier 
Sometimes worried far short periods 
Has many different worries, broods aver things, e.g. 
accidents, illness, monsters, changes 
Few or no fears 
Has some fears 
Very fearful, has a lot of different fears 
Gets on well with all brothers and sisters 
Some difficulties with brothers or sisters 
Gets on badly with brothers or sisters 
Gets on well with other children 
Some difficulties playing with ather children 
Finds it very difficult to play with ather children 
Speaks in sentences of 3 or more words 
Uses single words 
No recognisable words 
Clear speech 
Sometimes speech not clear 































For the following questions, please place a cross (x) in either the 'yes' or 'no' 
box. 
NO YES 
1. Often fidgets with hands or feet [ ] [ ] 
2. Can wait for his or her tum in games [ ] [ ] 
3. Squirmy [ ] [ ] 
4. Can follow instructions or requests [ ] [ ] 
5. Is easily distracted by things going on around him or her [ ] [ ] 
6. Jumps from one activity to another without finishing 
things [ ] [ ] 
7. Can play quietly [ ] [ ] 
8. Often does not seem to listen to what is said [ ] [ ] 
9. Loses things like toys, pencils, books, etc. [ ] [ ] 
" 10. Can stay seated when required to do so, like at meals [ ] [ ] 
11. Does things which are dangerous, like running onto the 
road [ ] [ ] 
12. Often interrupts others, such as disrupting other 
'i children's games [ ] [ ] 
13. Can keep attention up in play activities [ ] [ ] 
' I 
rl 14. Always seems to be "on the go" [ ] [ ] I 









Name of Child 
Address ________________________________________________________________________ __ 
Telephone No. ------------------------------------------
****************************************************************************** 
now many b:::-others or sisters c.oes yollr ' . l - . ? crn_a nave.-----------------
1-Tnat is your child's o:.r-:n order? (e.g. !~irst, second or t.nlrc: etc.) ____ _ 
- ' 1 o c..re :.here in the household? 
\·.'ho is your child li vi::-"g -. . ;i th? 
(?~ease circle the correct answer) 
2 3irth sot.her anc: s:,eprat.ner 
( ~nclu~~n~ ~c P-c~o -el-~~ons'n~n) _ ... ~ ....... _ ... _E: ,_._._, _c:.. v .J.. _c:..L._ .. -~ 
I 
~ Birth mot.::sr or..ly 




( C}:il·:1~er: 1 := ~ome /?~e s id eTJ. tial 1.Jz:i t) 
\·jhaL. is L..:1e rele.tio!:.sl-~i~ cf the bi~-cn De..rent.s? 




L Death of o~e narent 
5 = Death of both parents 






(The following questions apply to the mother of the child) 
Hhat is your relationship with the child? 
(Please circle the correct answer) 
= birth mother 
2 = adoptive mother 
3 = stepmother 
vihat is your date of birth 
What is your highest school education 
(please circle the correct answer) 
= no school ~uali:ication 
2 = school certificate in one or more subjects 
3 = si):th form certificate or G.'"li vers i ty en trance 
in one or more subjects 
4 university bursary or scholarship 
5 = overseas qualification (such as U.K. CGE) 
6 = post-secondary, such as diploma 
7 university degree 
8 = other school cualification 
specify 
v;nc.L- is :\rcu.r present occL:~c.ticn? -----------------------------------------
Vihat is your place of 2irth? 
circle the 
= Ne\y~ Zee..land 
2 = other countries 
specify 
--------------~----------------------------------
If not born in New Zealand 
number of ~years in New Zec.la....11d 
wnich ethnic group do you belong to?: 
(Please circle the correct answer) 
= NZ European 
2 = NZ Haori 
---------------------
3 = Others (Please specff~~lLL--------------------------------
Father 
(The following ques~lons apply to the father of the child) 
vmat is your relationship with the child? 
1 birth father 
2 adoptive father 
3 stepfather 
i·Jha t is your date of birth? 
~·Ihat is 
(Plec.se 
your highest school ecucc.tion? 
Cl . .,...,..,1~ ""~o C".,...,.."'C"'" ~"' ~·1e~) ... ...... -;::::: w • .:...... ........... .... ...... u G....I..!..:::J v _ 
no school ~uc.lif~cc.tion 
2 school certific~te in one or mare subjects 
3 sixth farm certifi cc.. te or 1..lr...i ver s 2. ~:r er: :.ranee 
in one or wore suojects 
L university bursc.ry or scholarship 
5 = overseas qualification (such as U.K. CGE) 
6 post-secondc.ry, such as diploma 
7 ur2versity degree 
8 other school quc.lificc.tion 
specify ---------------------------------------------
\Tnc.t is your present occupation? ------------------------------------------
Hhat is your place of birtr,? 
(Please circle the correct answer) 
1 = New Zec.lc.nd 
2 other co~~tries 
Specify 
If not born in New Zealand 
number of years in New Zealand ---------------------
Which ethnic group do you oelong to?: 
(Please circle the correct an·swer) 
NZ European 
2 = NZ Maori 





(The following questions apply to the family w~th whom the cbild is living). 
Vihat is the type of housing? 
(Please circle the correct one) 
= House 
2 = Flat 
3 Other 
Specify -------------------------------------------
Eo~.; me..n:r ~ooms are there ir.. the C.1..Jelling? 
Number of bedroc~s: 
Number of other rooms: 
\';nc.-c is the familyt s total 2.rec.rl:v· 2-:1come C-efoTe tax (includi.::g :.::come from c.ll 
sources)?: 
(?lease circle the correct fu~swer) 
$20,000 or less per year 
(S385 or less per week) 
2 = $40,000 or less per year 
($769 or less per week) 
3 = More than $~0,000 ~er year 
(more than $769 pe; week) 







UNIVERSITY OF OTAGO 
DUNEDIN • NEW ZEAL.fu'\ID 
PO Box 913 
Phone (03) 474 7989 
Fax (03) 479 0401 
- -----:----
Department of Pjycbological 1\Iedicine · Medical Sch( 
Dear parent(s), 
As young children grow up,some may show problems in their 
behaviour.They may include difficulties in peer 
relationships,tempers,sleep and eating,activity and 
attention.Many problems are minor and transient and donot 
require special help.However some children show multiple 
behaviour problems which are severe and persistent enough 
to cause a handicap in their development,and emotional 
suffering in both their parents and them selves. 
We are currently carrying out a study to look at how to 
help these children and their families in the best 
possible way.Ethical approval has been given by the Otago 
Area Health Board and financial support has been provided 
jy the medical school,University of Otago.All the 
preschool children attending some preschool centres are 
invited to participate in this study.This will enable us 
to have an idea of the behaviour of the preschool 
children in our community. 
The study has two stages,conducted in nine preschool 
centres involving 250 children.In the first stage,on 
obtaining your consent,you will be asked to complete 
questionnaires which cover demographic data,your child's 
behaviour and your experience of using the services.This 
takes approximately fifteen minutes to complete. 
After that,only 40% of the children need to proceed to 
stage two,consisting of a mixture of children with and 
with out a problem.If your child happens to be 
selected,you will be asked for a further consent to 
complete some more questionnaires and be interviewed 
along with your child.At that time,the teacher will be 
asked to complete a questionnaire along with you. 
Participation in this study is voluntary.Information 
obtained in this study will be treated confidentially.No 
future reports will contain any material which will 





We are most willing to prov~ae assistance,should families 
participating in this project feel that their children 
need help.If you have more questions or would like to 
know more about the study before deciding whether or not 
to participate,please do not hesitate to contact 
Dr.M.Pavluri,Dr.S.L.Luk or Dr.J.Clarkson. (Tel:474 7976) 
If your family is willing to participa~~,please complete 
the attached consent form and return them to the teacher 
at the prschool centre.We will.then ask you to complete 
the first stage questionnaires. 








.... . , 
DUNEDIN PRESCHOOL STUDY 
CONSENT FORH 
He have read the above description of the research Hork on behaviour problems 
of preschool children and understand the extent of our involvement. 
\·Je also understand that participation in this study is voluntary and that we 
oay Hi thdrm.,r from this research at any stage. 
Name (parent or guardian) 
----------------------~--------------------Block capital 
Signature --------------------------------------------
iiar;Je (parent or guardian) --------------------------------------------
Signature ------------------------------------------







UNIVERSITY OF OTAGO 
DUNEDIN · NEW ZEALAND 
PO Box 913 
Phone (OJ) 474 7989 
Fax (OJ) 479 0401 
Department of PJycbolo gical Jiediciile Aiedical Schoc 
Dear teacher ( s), 
As young children grow up,some may show problem in their 
behaviour.These may include difficulties in peer 
relationships,tempers,sleep and eating,activity and 
attention.Many problems are minor and transient,and do 
not need special help.However some children show multiple 
problems in their behaviour which are severe and 
persistent enough to cause a handicap in their 
development,and emotional suffering in both their parents 
and themselves. 
We are currently carrying out a study to look at how to 
help these children and their families in the best 
possible way.Ethical approval has been given by the Otago 
Area Health Board and financial support has been provided 
by the medical school,University of Otago.All the 
preschool children and their parents attending some 
preschool centres are invited to participate in this 
study.This study will enable us to have an idea of the 
behaviour of young children in the preschool centres.At 
the same time,we are assessing the reliability of the 
questionnaires used in the process. 
The study has two stages and will be conducted in nine 
preschool centres involving 250 children.In the first 
stage after obtaining the parents consent, the parents 
will be asked to complete the questionnaires which cover 
demographic data,the child's behaviour and their 
experience of using services.This takes approximately 
fifteen minutes. 
After that only 40% of the children will be selected to 
proceed to the second stage.With the parents' further 
consent, they will complete some more questionnaires and 
be interviewed along with their child.This takes 
approximately 45 minutes.At that stage you will be asked 
co complete a questionnaire for those selected children 
only,which will take ten minutes. 
Participation in this study is voluntary.Information 
obtained in this study will be treated confidentially.No 
future reports will contain any material wich could 








We are most willing to meet with you prior to the 
distribution of the letters to the families,to discuss 
the issues of the study,it's purpose and how to run this 
operation smoothly.We are also happy to revisit at any 
time to explain the same further. 
We are also willing to provide assistance,should the 
families who participate in this study feel that their 
children need help.If you have any questions or would 
like to know more about the study before deciding to 
embark on this,please do not hesitate to contact 
Dr.Pavluri.M. ,Dr.Luk.S.L.or Dr.Clarkson.J. (Tel:474 7976) 
We will give consent forms to be handed to the parents.On 
obtaining their consent,the first stage questionnaires 
will be provided to the parents. 
We hope you will help to encourage parents to cooperate 
with this study which will provide helpful information 
about pre school children's behaviour problems. 
Thankyou for all the cooperation, 
Kind regards, 







CN I I I I I 
Date: -
Relationship to the child: mother 
father 
others 
- !· LIFE EVENTS QUESTIONS 
Below is a list of events which may happen to families. Please place a cross (X) in either 
the "Yes"or "No" box according to whether the event has happened to your immediate 
family in the past 6 months. 
- ' NO YES 
1 Someone in your family suffered a serious illness, 
injury or an assault [ ] [ ] 
2 A serious illness, injury or assault happened to 
_ .. · r a close relative [ ] [ ] 
3 Someone in your family died [ ] [ ] 
' '\ 
4 A close family friend or another family relative 
(aunt, cousin, grandparent) died [ ] [ ] 
5 The relationship between the adults in the family 
is under stress [ ] [ ] 
6 The family had a serious problem with a close friend, 
neighbour or relative [ ] [ ] 
7 Someone in the family became unemployed and unable to 
find a job for more than a month [ ] [ ] 
8 
'""' .\ 
Someone in the family was sacked from their job [ ] [ ] 
" 9 The family had a major financial crisis [ ] [ ] 
-! 
10 The family had problems with the police and 
-~ 
a court appearance [ ] [ ] 
'"\ -














I - I 
_,'( 
I 
[ ][ ][ ][ ] 
Pro-Social Behaviour Interview 
For the following questions, please indicate the occurrence of the behaviour using the following 
rating scale. 










1 = Rarely Applies Occurrence in less than fifty percent of the time when 





Occurrence in about fifty percent of the time 
Occurrence in more than fifty percent of the time 
If there is a quarrel or dispute, will X try to stop it, e.g. by verbalizing disapproval. 
Will X try to help someone who has been hurt or sick, e.g. by comforting verbally 
or through gesture, or by assisting in the helping process. 
Helps adults, either spontaneously or upon request, in regular chores e.g. running 
errands, laying out the table. 
Offers to help other children, either spontaneously or upon request, who are having 
difficulty or trouble with a task e.g. clearing up a mess other children have made, 
picking up things other children have dropped or getting objects for other children 
who cannot obtain them by themselves. 
Offer to share, either spontaneously or upon request, toys, rubbers, or pencils. 
Shares out, either spontaneously or upon request, sweets or extra food. 
Will invite, either spontaneously or upon request,bystanders to join in a game. 
Apologises, either spontaneously or upon request, after a misdemeanour. 
Adheres, either spontaneously or upon request, to social conventions, e.g. 
addressing seniors, making request before taking possession of others' property, 





























Partitioning of Chi-Square Contingency Tables 
When the researcher determines that the value of X2 for a particular 
contingency table is statistically significant, they can conclude that there is a 
difference between the two groups on the measured variable. However at 
this point the researcher does not know where in the contingency table the 
difference lies, as the measured variable may take on several values. It is 
possible that differences may lie between the groups on some values and not 
others. This question is answered by partitioning the contingency table into 
subtables and analysing each of them (Siegal & Castellan, 1988). 
How each contingency table was partitioned, for each measured variable is 
illustrated below. For partitioning each 2 x 2 subtable was collapsed to form 
the next subtable, with the arrangement proceeding from top to bottom. 
(1) Living Arrangements 
1 = one parent family 




The researcher concluded by partitioning the contingency table, comparing 
group (control, clinic) and living arrangements (one parent family, two 
parent family) that the living arrangements of children differed as a 
function of group since the obtained chi-square of xz = 12.13, p = .001, exceeds 
the critical value for the chi-square distribution for a= .05. 
(2) Birth parents relationship 
1 = living together 
2 = separated/ divorced 
Control Clinic 
1 1 
2 I 2 
(3) Maternal education 
1 = no school qualifications 
2 =secondary qualifications 





Control Clinic Control 
1 1 1 
2 2 2 . 
3 3 
(3) Paternal education 
1 = no school qualifications 
2 = secondary qualifications 





Control Clinic Control Clinic 
1 1 1 
2 2 2 
3 3 
(3) Paternal occupation 
1 =unknown/unemployed/student 
2 = unskilled/ semi-skilled work 
1 
2 






Control I Clinic 
1+2 I 1+2 
3 I 3 
4 = lower professional or administrative work I higher professional 





4 ! 4 
(3) Family income 
1 = < $20,000 
2 = < $40,000 
3 = > $40,000 
Control Clinic 
1 1 
2 i 2 
3 3 
First partition Second partition Third partition 
Control Clinic Control Clinic Control Clinic 
1 1 1+2 1+2 1+2+3 1+2+3 
2 2 3 3 4 4 
First partition Second partition 
Control Clinic Control Clinic 
1 1 1+2 1+2 






Summary Data at Time One for Total Clinic and Control Groups on the 
Measures 
Maternal ratings on the child behaviour and family assessment measures; 
and teacher and clinician ratings on the child behaviour measures were 
examined for group differences (total clinic, control). Analyses were carried 
out using a series of oneway t-tests. The mean scores, standard deviations 
and t values on the child behaviour and family assessment measures, for 
the total clinic sample and the unmatched control group, are shown in 
Table Hl. 
Table Hl 
Mean scores for the control and total clinic groups on the child behaviour 





















M (SD) t 
Parent Completed Child and Family Assessment Measures 
4.30 2.65 10.60 4.08 9.86 
















Assessment Measures Completed During the Clinical Interview 
3.21 3.11 8.43 4.12 7.78 
.70 1.26 2.03 2.41 3.67 
21.58 4.21 17.44 5.37 4.69 
Clinician Completed Questionnaires 
6.57 5.80 10.49 
1.66 2.35 3.88 
Teacher Completed Questionnaires 
5.58 3.48 7.75 































Re: The Dunedin Pre-school Child Study 
University of Otagc 
P.O. Box Sf>, Dunedin, New Zealzmc 
Tel. (03 )479-1100 Fax. (03)474-IhO: 
You may recall about six months ago that you and your child were involved in a study 
looking at the behaviour of pre-school children. C:W e include a copy of the letter that you were sent 
at the time for your information). We are interested in following up the children who participated in 
this study to assess how their behaviour has developed and changed in the last six months. We 
would like to invite you and your family to participate in this follow-up study. 
Participating in this study will involve you completing some questionnaires designed to 
assess your child's behaviour and social development; your family interactions and general 
functioning; and parental health and well-being. These questionnaires will take approximately 
fifteen minutes to complete. We would also like to interview you and your child together, in order 
to observe your child's behaviour, and to ask some questions about their progress. This interview 
will take about one hour and will be conducted at your child's pre-school (or school). 
If you agree to participate we would like your permission to approach your child's pre-
school or school teacher. The teacher will be asked about your child's general academic progress 
and adjustment, in a short ten minute telephone interview conducted by Laura Firestone. The 
teacher will also be asked to fill in a short questionnaire about your child's behaviour and 
development. 
Participation in this study is voluntary, you and your family are free to withdraw from the 
study at any time. All written reports on the findings from this study will describe the data of 
several children together. The information collected from your child will not be reported in such a 
way that would allow you or your family to be identified. 
If you are willing to participate, please read and complete the attached consent form and 
return it in the free-post envelope provided. 
If you have more questions or would like to know more about the study before deciding 
whether to participate, please do not hesitate to contact Laura Firestone (Tel479-7 629) or Dr Gail 
Tripp (Tel479-7624). 
Thank you for considering our request. 
Yours sincerely, 







The Dunedin. Pre-school Study 
Consent Form for Parents 
This study is looking at how young children's behaviour changes and develops 
over time. 
Taking part in this study will require you to complete several questionnaires. 
These will take approximately fifteen minutes. You will also be asked to attend, 
together with your child, a one hour interview with Laura Firestone, in which your 
child's behaviour will be observed, and you will be asked some questions about your 
child's general progress in the last six months. 
We also request your permission to approach your child's teacher. The teacher 
will be asked to complete a short questionnaire about your child's behaviour. They will 
also be asked to participate in a ten minute telephone interview with Laura Firestone 
who will ask the teacher questions about your child's academic progress and 
development. 
Any written reports on the findings from this study will describe the data from 
several children together. The information collected from your child will not be 
reported in such a way as to allow you or your family to be identified. 
I --------------------- (full name) agree to my child 
(full name) and I taking part in this study. I understand the nature and purpose of the 
research and the time required in taking part. I have been given the opportunity to ask 
questions and these have been answered to my satisfaction. I am aware that my child 
and I may withdraw from the study at any time. 
Signed ___________ _ 
Date _____ _ 
I also give permission for you to approach my child's school teacher to ask them to 
participate in the study. I understand that you will ask my child's teacher questions 
about my child's academic progress and adjustment, and that the teacher will also be 
asked to complete a questionnaire about my child's behaviour and development. 
Name of teacher--------------
Please print 
Contact phone number of teacher if known _______ _ 
Signed ___________ _ 




Re: The Dunedin Pre-school Child Study 
University of Otagl 
P.O. Box SA, Dunedin, New Zeal<:m 
Tel.(03)47Y-1100 Fax. (03)474-1 h( 
About six months ago, some of the children in your class were involved in a study looking 
at the behaviour of pre-school children. We are interested in following up the children who 
participated, assessing how their behaviour may have changed in the last six months, and whether 
any problems they were then experiencing have remitted or continue to cause difficulty. 
We have obtained the parents' written permission (a copy is enclosed) to approach you as 
their child's teacher. With your consent we would like to conduct a shon telephone interview that 
will take approximately ten minutes for each child, to assess the child's general academic progress 
and adjustment. We would also like to send you a short questionnaire to complete for each child, 
asking general questions about the child's behaviour and development. This will take about ten 
minutes to complete. 
If you are willing to participate, please complete the attached consent form and return it in 
the freepost envelope provided. 
If you have more questions or would like to know more about the study before deciding to 
participate, please do not hesitate to contact Laura Firestone (Tel479-7629) or Dr Gail Tripp (Tel 
479-7624). 
Thank you for considering our request. 
Yours sincerely, 
) ----' ~"'---'-"-- ..,__~-,~ a'----'~-~~ 
Laura Firestone Dr. Gail Tripp 
=I /_ 





The Dunedin Pre-school. Study 
Consent Form for Teachers 
This study is looking at how young children's behaviour changes and develops 
overtime. 
Taking part in this study will require you to fill out a short questionnaire asking 
about the behaviours of some of the children in your class. This will take 
approximately ten minutes. You will also be asked about the general academic progress 
and adjustment of some of the children in your class in a ten minute telephone interview 
conducted by Laura Firestone. 
I (full name) agree to participate in this study. I 
understand the nature and purpose of the research and the time required in taking part. 
I have been given the opportunity to ask questions and these have been answered to my 
satisfaction. I am aware that I may withdraw from the study at any time. 
Signed ___________ _ 











Child's Name: _________ _ Today's Date: ___________ _ 
Sex: Boy __ Girl __ Child's Birthdate: ________ _ 
At one time or another, all children misbehave or do things that could be harmful, that are 
"wrong", or that parents don't like. Examples include: 
hitting someone 
forgetting homework 
having a tantrum 
running into the street 
whining 
not picking up toys 




wanting a cookie before dinner 
coming home late 
Parents have many different ways or styles of dealing with these types of problems. Below 
are items that describe some styles of parenting. 
For each item, fill in the circle that best describes your style of parenting during the past two 
months with the child indicated above. 
SAMPLE ITEM 
At meal time ... 
I let my child decide 
how much to eat 
1. When my child misbehaves ... 




2. Before l do something about a problem 
I give my child several 2 3 
reminders or warnings. 
3. When I'm upset or under stress ... 
I am picky and on my 2 3 
child's back. 
4. When I tell my child not to do something 
I say very little. 2 3 
4 5 6 
4 5 6 
4 5 6 
4 5 6 







I decide how much my 
child eats. 
I do something about it 
later. 
I use only one reminder 
or warning. 
I am no more picky 
than usual. 
I say a lot. 
5. When my child pesters me ... 
I can ignore the 2 3 4 5 6 7 I can't ignore 
pestering. the pestering. 
>- 6. When my child misbehaves ... 
I usually get into a 2 3 4 5 6 7 I don't get into an 
> long argument with my argument. 
child. 
r~ ,. 
7. I threaten to do things that ... 
·:.,.- ..... 
I am sure I can 2 3 4 5 6 7 I know I won't 
carry out. actually do. 
8. I am the kind of parent that ... 
-o r 
-" 
., sets limits on what 2 3 4 5 6 7 lets my child do whatever 
my child is allowed to do. he or she wants. 
" 9. When my child misbehaves ... 
A " 
I give my child a 2 3 4 5 6 7 I keep my talks short 
" long lecture. and to the point. 
I ·' 
I 0. When my child misbehaves ... 
I raise my voice or 2 3 4 5 6 7 I speak to my child calmly. 
yell. 
I I. If saying no doesn't work right away ... 
-· ~ 
'• 
I take some other kind 2 3 4 5 6 7 I keep talking and trying 
of action. to get through to my child. 
c. 12. When I want my child to stop doing something 
'-: ~' I firmly tell my child 2 3 4 5 6 7 I coax or beg my child to 
N to stop. to stop. 
~ ':-'1 13. When my child is out of my sight ... 
I often don't know what 1 2 3 4 5 6 7 I always have a good idea 
my child is doing. of what my child is doing. 
;-..,'), 
14. After there's been a problem with my child ... 





15. When we're not at home ... 
I handle my child the 2 3 4 5 6 7 I let my child get away 
way I do at home. with a lot more. 
16. When my child does something I don't like ... 
';·· ~· 
" I do something about it 1 2 3 4 5 6 7 I often let it go. 
every time it happens. 
-~ 17. When there's a problem with my child ... 
things build up and I 2 3 4 5 6 7 things don't get out 
~ " do things I don't mean to do. of hand. 
18. When my child misbehaves, I spank, slap, grab, or hit my child ... 
never or rarely. 2 3 4 5 6 7 most of the time. 
" 19. When my child doesn't do what I ask ... 
'· 
I often let it go or 2 3 4 5 6 7 I take some other action. 
end up doing it myself. 
A ......, 
20. When I give a fair threat or warning ... 
_}, I often don't carry 2 3 4 5 6 7 I always do what I said. 
it out. 
21. If saying no doesn't work ... 
:~. "> 
I take some other kind 2 3 4 5 6 7 I offer my child something 
of action. nice so he/she will behave. 
~ 
22. When my child misbehaves ... 
:~ 
I handle it without 2 3 4 5 6 7 I get so frustrated or angry ,_.'\ 
getting upset. that my child can see I'm 
~ " upset. 
23. When my child misbehaves ... 
N I make my child tell 2 3 4 5 6 7 I say "No" or take some 
)...( ..._, me why he/she did it. other action. 
-\ :-, 24. If my child misbehaves and then acts sorry ... 
I 
• ..,, \-.>< 
I handle the problem 2 3 4 5 6 7 I let it go that time. 
"' like I usually would. 
~-·-~ 
25. When my child misbehaves ... 
""' ,_ 
-~~ -0. I rarely use bad 2 3 4 5 6 7 I almost always use bad 







~l. .. •. 
26. When 1 say my child can't do something ... 
1 let my child do it 
anyway. 
2 3 4 5 6 7 
27. When I have to handle a problem ... 
I tell my child I am 
sorry about it. 
2 3 4 5 6 7 
I stick to what I said. 
I don't say I'm sorry. 
28. When a child does something I don't like, I insult my child, say mean things, or call my 
child names ... 
never or rarely. 2 3 4 5 6 7 most of the time. 
29. If my child talks back or complains when I handle a problem ... 
I ignore the 2 3 4 5 6 
complaining and stick 
to what I said. 
30. If my child gets upset when I say "No", ... 
I back down and give 2 3 4 5 6 




I give my child a talk about 
not complaining. 
I stick to what I said. 







~ ~ I 
- ~ 











SEX M F 
I. Please rate this child on the following: 
Not 
Problem 
1. Disruptive in class . . . . . . . . 1 
2. Withdrawn . . . . . . . . . . . . . 1 
3. Underachieving (not working 
to ability) . . . . . . . . . . . . . . 1 
4. Fidgety, difficulty 
sitting still . . . . . . . . . . . . . 1 
5. Shy, timid ............. . 
6. Poor work habits . . . . . . . . . 1 
7. Disturbs others while they 
are working ••••• 0 0 ••••• 
8. Anxious, worried ......... 
9. Poor concentration, limited 
attention span •••• 0 0 ••••• 1 
10. Constantly seeks attention ... 1 
11. Nervous, frightened, tense .. 1 
12. Difficulty following 
directions .............. 
13. Overly aggressive to peers 
(fights) 0 0 •••• 0 • 0 ••••••• 1 
14. Does not express feelings ... 1 
15. Poorly motivated to 
achieve ................ 1 
16. Defiant, obstinate, 
stubborn • 0 • 0 0 •• 0 ••• 0 •• 0 • 1 
17. Unhappy, sad • 0 • 0 • •••• 0 0 1 
18. Learning academic 





















































































































Please rate the following items according to how well they describe the child: 
Not at A Moderately Very 
All Little Well Well Well 
Accepts things not going his/her 
way •••••••••• 0 • •• 0 ••••• 0 1 2 3 4 5 
Defends own views under group 
pressure • 0 •••• 0. 0 0 ••• 0 0 ••• 1 2 3 4 5 
Completes work ••••• 0 ••• 0 0 • 1 2 3 4 5 
Has many friends • • 0 •• 0 • 0 ••• 1 2 3 4 5 
Ignores teasing • ••••• 0 • 0 0 ••• 1 2 3 4 5 
Comfortable as a leader • 0 ••••• 1 ') 3 4 5 
Well organised 0 0 •• 0 •• 0 • 0 0 0. 1 2 3 4 5 
Is friendly toward peers ••• 0 • •• 1 2 3 4 5 
Accepts imposed limits ••• 0 0 0 • 1 2 3 4 5 
Participates in class discussions .. 1 2 3 4 5 
Functions well even with 
distractions •••••••• 0 ••••••• 1 ') 3 4 5 
Makes friends easily •• 0 ••• 0 • 0 1 2 3 4 5 
Copes well with failure ....... 1 2 3 4 5 
Expresses ideas willingly ...... 1 2 3 4 5 
Works well without adult support 1 2 3 4 5 
Classmates wish to sit near this 
child •• 0 • •••••••• 0 •• 0 • 0 •• 2 3 4 5 
Tolerates frustration • 0 ••• 0 •••• 2 3 4 5 
Questions rules that seem unfair/ 
unclear ................... 1 2 3 4 5 
A self-starter ............... 1 2 3 4 5 
Well liked by classmates 1 2 
,., 







Department of Psychology University of Otago 
Te Whare \Vananga o Otago 
PO Box 56 Dunedin New Zealand 
Tel (03) 479-1100 Fax (03) 474-1607 
Direct Line: 
Tel (03) 479-7645 Fax (03) 479-8335 
The Dunedin Pre-School Child Study 
Dear Parent(s) 
Re: The Dunedin Pre-School Child Study 
We are writing to let you know that your.help and participation in the most recent phase 
of this study has not been forgotten. Almost all the families we contacted with an 
invitation to take part in the last stage of the study cheerfully agreed to continue to 
participate, and for this assistance we are gratefuL 
The data that has been collected from the last assessment you were involved in, is now 
finally entered into the computer and over the next few months will be analysed. An 
interim report of the findings will be sent to you as soon as the results become available. 
Analysing the data that has been collected since this study began will be an extensive and 
ongoing process. 
We will be approaching your family in a few weeks time to see if you and your child 
would like to once again participate in this study, which continues to look at how young 
children's behaviour changes as they develop. 
If your address or telephone number has change since you were last contacted, could you 
please fill in the Change of Address form that accompanies this letter and send it back to 
us in the free-post envelope provided. 
If you have any concerns or specific questions about the study so far, please do not 
hesitate to contact Laura Firestone (Tel479-7614) or Dr Gail Tripp (Tel479-7624). 
Yours sincerely 
Laura Firestone Dr. Gail Tripp 
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Department of Psychology 
Dear Parent(s), 
Re: The Dunedin Pre-school Child Study 
University of Otago 
Te Whare Wananga o Otago 
P.O. Box 56, Dunedin, New Zealand 
Tel. (03)479-1100 Fax (03)474-1607 
Direct Line: 
Tel. (03)479-7645 Fax (03)479-8335 
You will recall about six months ago that you and your child took part in a study 
looking at the behaviour of pre-school children: We are interested in following up the 
children who participated in this study to assess how their behaviour has developed and 
changed over the last six months. We would like to invite you and your family to 
participate in the next stage of the study. 
If you choose to continue to participate you will be asked to complete a further set of 
questionnaires designed to assess your child's behaviour and social development; your 
family interactions and general functioning; and, parental health and well being. These 
questionnaires will take twenty to thirty minutes to complete. Once again we would like 
to interview you and your child together, in order to observe your child's behaviour, and 
to ask some questions about their progress; this interview will take about one hour. 
If you agree to continue participating we would like your permission to approach your 
child's teacher. The teacher will be asked to complete a short questionnaire about your 
child's behaviour and development. 
Your continued participation in this study is voluntary, you and your family are free to 
withdraw from the study at any time. All written reports on the findings from this study 
will describe the data of several children together. The information collected from your 
child will not be reported in such a way as to allow you or your family to be identified. 
If you are willing to remain involved in the study, please complete the attached 
consent form and enclosed questionnaires and return them in the free post envelope 
provided. 
If you have any questions or would like to know more about the past study before 
deciding to pa.rticipate, please do not hesitate to contact Laura Firestone (Tel479-7614) or 
Dr Gail Tripp (Tel479-7624) 
Thank you for considering our request. 
Yours sincerely 




Department of Psychology 
Dear Teacher, 
Re: The Dunedin Pre-school Child Study 
University of Otago 
Te Whare Wananga o Otago 
P.O. Box 56, Dunedin, New Zealand 
Tel. (03)479-1100 Fax (03)474-1607 
Direct Line: 
Tel. (03)479-7645 Fax (03)479-8335 
About six months ago, some of the children in your class participated in a study 
looking at the behaviour of preschool children. We are interested in following up 
the children who participated, assessing how their behaviour may have changed in 
the last six months, and whether any problems they were then experiencing have 
remitted or continue to cause difficulty. 
We have obtained the parents' written perm1sswn (a copy is enclosed) to 
approach you as their child's teacher. With your consent we would like you to 
complete the enclosed short questionnaire for each target child. This questionnaire 
asks general questions about the child's behaviour and development and will take 
about ten minutes to complete. 
If you are willing to participate, please complete the attached consent form and 
enclosed questionnaire and return them in the free post envelope provided. 
If you have any questions or would like to know more about the study before 
deciding to participate, please do not hesitate to contact Laura Firestone (Tel 479-
7614) or Dr Gail Tripp (Tel479-7624) 
Thank you for considering our request. 
Yours sincerely 
Laura Firestone Dr. Gail Tripp 
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